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Diogram symbolizing competition for shock-tissue 
receptor sites by histamine (H) and an antihistaminic 


(Ad). 


Modus operandi.... 


The clinical use of antihistaminics such as mepyramine maleate and promethazine hydrochloride for the symptomatic relief 
of allergic and anaphylactic conditions is based on the theory of histamine-release. 

According to this concept, allergy is the result of a reaction between the sensitizing substance, the allergen or antigen, and 
specific antibodies produced by the body. Once the hypersensitive individual has become sensitized, further exposure to 
the offending substance results in excess release of histamine or a histamine-like compound, which in turn provokes the 
allergic manifestation. The nature of this response in a particular individual depends on the part or parts of the body acting 
as shock-tissues 

_ The antihistaminics are not believed to prevent the antigen-antibody reaetion in the ‘* shock-tissue '’, nor to destroy the 
histamine thereby released, but it is thought that in some unknown manner, perhaps by competing for and occupying or 
blocking the receptor-sites in the ‘* shock-tissues '’, they prevent tissue damage by histamine. 


SUPPLIES 


‘ANTHISAN’ 


trade mark brand 
MEPYRAMINE MALEATE 
the general purpose antihistaminic. 
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Boxes of 10 x 2 ¢.c. ampoules 


Elixir .. oe 
solution, 


20% cream Containers of | oz. and | Ib. 


‘PHENERGAN 
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PRO METHAZINE HYDROCHLORIDE 


the antihistaminic combining powerful and prolonged activity with 
subsidiary pharmacological properties useful in certain cases. 


Tablets Containers of 25 and 500 x 0-0! and 0-025 Gm. 
Elixir Bottles of 4 and 40 fl. oz. 
. Boxes of 10 x 2 c.c. ampoules 
“on bs .. Containers of | oz. and | Ib, 
Detailed literature will gladly be sent on request. 


2:5% solution 
2:0% cream .. 
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BISMUTH CARBONATE 


Its Therapeutic Foundation 


IN THE TREATMENT of peptic ulcer and allied dyspeptic conditions there are certain 
fundamental requirements, all of which are adequately fulfilled by Bismuth Carbonate. 


REQUIRED EFFECT 


ACTION OF BISMUTH 


1. Neutralization of acidity without When given in adequate dosage, that is 10 grms, t.d.s. before 


danger of acid rebound or alkalosis. 


meals, Bismuth Carbonate is an efficient antacid. It raises the 


pH to the optimum, but never causes alkalosis or acid rebound. 
2. Protection of the ulcer and gastric X-rays show that Bismuth Carbonate forms a protective pellicle 


mucosa from all trauma. 


3. Correction of abnormal peristalsis. 


over the ulcer and distributes evenly over gastric mucosa. 
Bismuth Carbonate, by its sedative action on gastric nerve end- 


ings, at once corrects any concomitant gastric hurry so common 
in duodenal ulcer and gastritis. 


4. Rapid relief from symptoms. Radio- | Majority of gastric sufferers receive immediate benefit and are 
logical healing of ulcer. No relapse. symptom free within 7 days. Radiological healing occurs in 3-4 
weeks, incidence of relapse is low and results lasting. 


5. All actions must be sustained without The effect of an adequate dose of Bismuth Carbonate is maximal 
danger of untoward reactions. 


Illustrated literature on bismuth therapy and free samples of Bismuth Carbonate available from 


for 2}-3 hours. Even with as much as 150 grms. per day no 
serious side effects have been reported. 


Bismuth Research Department 


MINING & CHEMICAL PRODUCTS LTD. 
376 Strand, London, W.C.2 
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For the treatment 
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painful and tired 
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also for the relief 
of eye strain. 
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and anesthetic, so that 
all infecting organism is 
destroyed. It has no 
effect on the pupil or 
accommodation. 
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and Sodium chloride gr.4 


Samples obtainable from— 


THE PHENOLAINE COMPANY 


1, MOUNT EPHRAIM, TUNBRIDGE WELLS, KENT 
Telephone: Tunbridge Wells 20436. 


MARMITE 


yeast extract 


is a useful adjunct in 
certain special diets where 
the B vitamins are parti- 
cularly needed. 


In restricted diets, such as reducing and 
diabetic diets, some foods that supply the. 
B vitamins are only allowed in limited 
quantities and another source of these 
vitamins must be introduced. 


Marmite yeast extract supplies 1.5 mg. per 
oz. of riboflavin and 16.5 mg. per oz. of 
nicotinic acid and also the less well-known 
B, factors. Its carbohydrate content is 
negligible and it is therefore of special 
value for inclusion in diabetic diets. 


Special terms for packs for hospitals, welfare centres and schools 
Ob hi from 


and grocers 


Literature on request 


The Marmite Food Extract Co., Ltd., 35 Seething Lane, London, E.C.3 
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Large Octavo 652 Pages 215 Illustrations and 4 Coloured Plates © Cloth Price 90s. net 


25 Bloomsbury Way HENRY KIMPTON | London, W.C.1 
Medical Book Department of Hirschfeld Brothers Ltd. 
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“Thiomerin’ 


Trade Mark 
SODIUM 


(MERCAPTOMERIN SODIUM) 


‘THE NEW MERCURIAL DIURETIC FOR SUBCUTANEOUS INJECTION 


‘Thiomerin’ differs from other mercurial 
diuretics in that the mercury is in com- 
bination with an organic group plus 
another compound—sodium thiogly- 
collate, which has a_ marked 
detoxicating action on the mercury. 
The volume of urine excreted is mainly 
determined by the size and frequency of 
the injections. Intravenous injections merely speed 
up the process by a few hours but have no effect 
on the final weight loss. ‘Thiomerin’ diuresis 
induced by subcutaneous injection (0.5 to 2 ce) is 


gentle, slower in onset but equal in output 

to that of any other mercurial, however 

administered. The patient benefits, both 
from a painless injection and because 

less frequent bladder emptying, 

especially at night, permits much- 

needed rest and imposes less strain. 

* Thiomerin’ is indicated in 

Cardiac Oedema (peripheral or pulmonary) 

Nephritic Oedema . Ascites of Liver Disease 

Carefully selected cases of Subacute and Chronic Nephritis. 

PACKING —' Thiomerin’ is supplied in vials of 1.4 G, to which the 


addition of 10 cc. Water for Injection, B.P. will provide a solution 
containing the equivalent of 40 mg. Mercury per cc. 


*THIOMERIN’ 
SODIUM 


JOHN WYETH & BROTHER LIMITED, CLIFTON HOUSE, EUSTON ROAD, N.W.1 Aigeth 


of eatablished value 


Immediate neutraliza- 
tion of gastric acid, yet 
unaccompanied by the 


MMe 


a wide variety of conditions associated 
with gastric acid disturbance — from 
the mild case of dyspepsia to the acute 


disadvantages arising from carbonate 
medication, clearly indicates the clinical 
superiority of “Milk of Magnesia’* as a 
therapeutic antacid. 

Non-systemic in action, ‘Milk of Mag- 
nesia’ may confidently be prescribed in 


ulcer stage — where intensive alkaline 
treatment is essential. 
‘Milk of Magnesia’ reacts with the acids 
of the stomach to form a neutral laxa- 
tive salt which promotes gentle but 
effective elimination. 


ANTACID LAXATIVE 
The Chas Co. Lid. Wevipte Way, 3. 


* ‘Milk of Magnesia’ is the trade mark of Phillips’ preparation of magnesia. 
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VITA-E 75 1.U. 


GELUCAPS 


(Vitamin E ) 
in the treatment of 


Cardiovascular-Renal Diseases 


after the method used at the Shute Institute for Clinical and 
Laboratory Medicine, Canada. 
Each Gelucap contains a concentrate of natural esters (d, idicieacomhaned 


acetate) from vegetable oils, type VI, equivalent to 75 mgm. dl, alpha- 
tocopheryl acetate. 


This therapy is today extensively prescribed in the U.K. 
Sole Manufacturers : 
THE BIOGLAN LABORATORIES LTD., HERTFORD, HERTS. 


Tel. Address: “ BIOGLAN TOLMERS” Literature on request Phone: OUFFLEY 2137 
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0-01 mg. Ethiny!- '-Oestradiol. 
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Sprains, strains and muscle spasms 


A new, powerful penetrating agent in the external 
treatment of rheumatism and allied conditions 


THE effectiveness of surface applications in the relief of pain 
depends partly on the ability of the therapeutic agent to reach 
quickly the actual tissue affected. ‘Algipan’ supersedes all 
external treatments by the use of the potent penetrative agent 
methyl nicotinate in conjunction with the powerful vaso-dilator 
histamine. The way is opened up by the methyl nicotinate for 


| 


the histamine rapidly to reach the deeper tissues, where 


For all types of rheumatism and 
muscular pains, whether acute or 


it promotes a prolonged pain-relieving hyperemia. A com- arising from strain or injury, 
forting rubefacient action is imparted by glycol salicylate and ‘A/gipan has been found to be 

a very effective. It is in the form 
ea, of a non-greasy water-soluble 


‘Algipan’ | cream, which 


requires only 


gentle surface friction to effect 


* Trade Mark. 


penetration. 


* The Trade Mark is the property of Laboratoires Midy, Paris. 


JOHN WYETH & BROTHER, LTD., CLIFTON HOUSE, EUSTON ROAD, LONDON, N.W.1. 


Kaylene-ol 


the satisfactory and palatable emulsoid of 
kaolin and liquid paraffin 


There is no more “' physiological "’ preparation for routine use :— 


(a) Asa gentle laxative at bedtime, It is effective 
when stimulant purgatives often fail. This is 
especia!ly so in the face of colon spasm and 
hypertonia. 


(b) As a preventive of dyspepia, when it should 
be taken some few minutes before every meal. 


Samples and literature on request 


KAYLENE 


LIMITED 


Sole Distributors : ADSORBENTS, LTD., WATERLOO RD., LONDON, N.W.2 
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Somnesin is a hypnotic of a new 
type. It is rapidly assimilated 
and is non-cumulative. 
§ Sleep is induced, in most cases 
|, within half an hour, and lasts 
five hours or more. No “hang- 
(METHYLPENTYNOL B.D.H.) over” effects are experienced. 
Somnesin is issued in capsules 
Non-barbiturate for sleep cach containing 250mg. The op- 
timum dosage is I or 2 capsules. 


Container of 20 capsules 8/5 
LOO capsules 32/4 


Prices in Great Britain to the Medical Profession 


— 


SEES 


SS 


— 
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—— 


Literature and specimen packings are available on request. 
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GRANULES 
(pancreatin) 


> for the treatment of 


FIBROCYSTIC DISEASE 
of the 
@ WRITE FOR ll TO: PANCREAS 


THE ARMOUR LABORATORIES Telephone : Telegrams : 
CLERKENWELL ARMOSATA-PHONE ” 


LINDSEY STREET, LONDON, E.C.| 9011 LONDON 
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New porous 


THIS IMPROVED ELASTOPLAST IS NOW 
BEING SUPPLIED TO HOSPITALS 


T. J. Smith & Nephew announce that they have 
now completed two years of extensive clinical 
me ee trials of their new Porous Adhesive Elastoplast 
bandages and extension plasters. Results confirm 


that this new porous adhesive largely overcomes 
skin reaction to occlusion, which some patients 
experience beneath fully spread adhesive bandages, 
by permitting free evaporation. of. sweat and 
minimizing epidermal keratinisation produced by 
the stimulating effect of the adhesive. 
Porous Elastoplast bandages and extension plasters 
are now being supplied to hospitals and, as 
* production increases, will be available to the 
medical profession as a whole. Prices are the 
same as the normal spread Elastoplast bandages, 


Points about Porous Elastoplast 


§ Porous throughout whole surface of the bandage, 
allowing free evaporation of sweat and mini- 
mizing blockage of sweat-duct ostia. 


The ideal compression and grip of Elastoplast is 
wholly maintained because there is no loss of 
stretch, regain or adhesive qualities. 


Adhesive not spread to edges of bandage — 
minimizes rucking and soiling of clothes. 

Fluffy edges eliminate localised ‘hard’ com- 
pression—preventing trauma to devitalized skin. 


The name of the improved Elastoplast is 
‘Porous Adhesive Elastoplast’. 


For further details write to the Medical Division of T. J. Smith & Nephew Ltd., Hull 


Elastoplast 


POROUS ADHESIVE BANDAGES 


OUTSIDE THE BRITISH COMMONWEALTH, ELASTOPLAST IS KNOWN AS TENSOPLAST 
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NOW AVAILABLE! 


A single capsule providing adequate 


daily dosage of eleven vitamins.. 


BRAND 


EACH ‘WANDERVITE’ CAPSULE provides not merely supplementary quantities 
to counteract nutritional insufficiency, but the approximate adult daily requirement 
of each of its e/even constituent vitamins. 


FORMULA: (each Capsule) — 

Vitamin A. i. Vitamin By......0000-..+- 2.5 mg. Nicoti 
Vitamin Bg...............- 2.5 mg. d-Calcium 
Vitamin pantothenate 
Vitamin Bj, Folic acid....................0. 


Because a diagnosis of deficiency of one vitamin or group often implies shortage 
of other vitamins, treatment of vitamin deficiencies requires a balanced supply of 
the important accessory factors whose presence is known or believed to be 
essential to normal health. ‘ Wandervite’ Capsules provide this. 


PACK : Tin of 30 Capsules ADVANT AGES yee: 
(1 month's supply). E 
conomy of pack and price 


"WANDERVITE’ Comprehensiveness of formula 


Convenience of shape and size 
Not publicly advertised. | Adequate daily dosage in each capsule 


The High Potency Polyvitamin Product manufactured under the control of OVALTINE RESEARCH LABORATORIES 
A. WANDER LIMITED, 42 Upper Grosvenor St., London W.1. Phone: GROsvenor 3931 (10 lines). 
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VAGINAL OESTROGEN THERAPY 


in atrophic and senile vaginitis 
and postmenopausal pruritus vulvae 


By maximum concentration at the point of 

need and rapid absorption into the vaginal 
epithelium, Dienoestrol Cream (Ortho) quickly 
controls symptoms in senile vaginitis, 
postmenopausal pruritus and atrophic vaginitis. 
Diminished risk of oestrogen-induced bleeding 
and freedom from untoward reactions have been 
noteworthy in patients using Dienoestrol Cream 
(Ortho) over long periods. 


DOSAGE: One applicatorful per day for one 
or two weeks, reduced to one applicatorful 
every 48 hours for a similar period. 


On original prescriptions specify 
**Dienoestrol Cream (Ortho) with 
applicator”. 


LITERATURE ON REQUEST 


exital 


for menopausal disquietude 


By combating both nervous and endocrine symptoms 
simultaneously, Hexital provides simplified, efficient 
management of the menopausal patient. Combining the 

highly active and exceptionally well-tolerated oestrogen 
hexoestrol 3 mg. with the mild sedative phenobarbital 

20 mg. (1/3 gr.), Hexital therapy is convenient and economical. 
DOSAGE: One tablet daily on retiring for the average case, increased 
to 2 or 3 tablets daily in severe cases. Hexital is supplied 

in bottles of 100 and 500 scored tablets. 


Ortho Pharmaceutical Limited 


HIGH WYCOMBE - BUCKINGHAMSHIRE - ENGLAND. Makers of Gynaecic Pharmaceuticals 
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VITAPLEX 


vitamin B complex concentrate 
in natural form 


VITAPLEX provides al] the elements of the vitamin B 
complex in-their natural form. It is prepared by a special 
process of extraction and concentration from BREWERS’ 
YEAST. The quantities of aneurine (B,), riboflavine (B2) 
and nicotinamide are standardised. 


Composition : 

Six ViTAPLEX tablets (the normal daily 
dose) contain : 

3 grammes of yeast concentrate contain- 
ing the whole natural vitamin B complex 
and including :— 

Aneurine hydrochlor.(B;)_____-3_ mg.. 
Riboflavine (B2) 6 mg. 
Nicotinamide. 30 mg. 
Pantothenic acid 720 pug. 
Pyridoxine (Be) 240 pg. 
and folic acid, choline, inositol, biotin, 
para-aminobenzoic acid and_ other 


naturally occurring factors of the vitamin 
B complex. 


TABLETS 
jardised Vina‘ 
concent ™ 
Prepared from 

BRewers: 


Vitamin B deficiency, especially in its early 
and mild forms, is rapidly and effectively 
corrected by administration of VITAPLEX. 
The familiar symptoms — fatigue, lack of 
energy, anorexia, gastric and bowel dis- 
turbances, lowered resistance to common 
infections, etc. — are usually associated 


with nutritional inadequacy, adolescence, 
pregnancy, convalescence, stress and 
debility. 

VITAPLEX is specially useful as a routine 
measure after treatment with antibiotics. 
The presentation and price entirely con- 
form with current economic requirements. 


PACKINGS & prices: In containers of 50 tablets at 4/- and 250 tablets 
at 18/-. These prices are subject to the usual professional discounts. 


A sample and detailed literature will be sent on request. 


Manufactured in the laboratories of 


C. L. BENCARD LTD. 


GREAT WEST KOAD, BRENTFORD, MIDDLESEX 
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Gastro-Duodenal Ulceration 


AND ANTACID 
THERAPY 


ZA. 


Rapid disintegration ensures prompt relief from Epigastric : 
The Medical 
pain due to hyperacidity and gastro-duodenal ulceration. 


Management 
A prelonged “ buffering action” for over three of Gastro- 
i i i denal} 
hours is established causing no “acid rebound.” Duo ard 
Ulceration 


The I:beration of the amino acid glycine stimulates 
the granulation of the ulcer bed and the normal enzyme 
activity is ensured whilst the mucosa is protected by 
the freely formed colloidal gel. 

FORMULA : Dihydroxy aluminium aminoacetate—250 mgms. ; 


Glycine—30 mgms. 
Available in bottles of 100 and 1000 tablets. 


LABNET 


Vol. LXXVII : BRAND 
Sept. 12, 1952 DIHYDROXY 


ALUMINIUM AMINOACETATE 


Literature available on request from the Medical Department 


CALMIC LIMITED - CREWE HALL - CREWE -: TEL. 
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Tyrosolven lozenges are a most . 
effective treatment for infections 

of the mouth and throat. The antibiotic 
tyrothricin has bactericidal and 

powerfully bacteriostatic actions; its 
spectrum includes haemolytic streptococci, 
enterococci, vibrioform and fusiform 
bacteria, and spirochaetes. Benzocaine, as a 
mild local anaesthetic, gives prompt 

relief from irritation and pain. 

The economy of treatment with Tyrosolven 
lozenges is noteworthy, and they may 

be prescribed with confidence. 


Tyrosolven lozenges are 
supplied to chemists é 


in a dispensing pack of ANTIBIOTIC ANALGESIC 


250 lozenges at 16/8d. LOz EN G ES 


Formula: Tyrothricin 1 mg., Benzocaine 5 mo. 


NO WARNER PREPARATION HAS EVER BEEN ADVERTISED TO THE PUBLIC 


William R. Warner & Co. Lid., Power Road, London, W.4 
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ULACIN TABLETS have 

been evolved to meet a very 
real need in the treatment of gastric 
and duodenal ulcers. 


All the literature on the treatment of 
peptic ulcers emphasizes the proven 
value of diminishing the acidity of the 
gastric juice. Many large and otherwise 
intractable ulcers can be healed by a 
continuous, intra-gastric drip of milk 
or alkali. 


Drip therapy, is, however, not always 
available, nor is it practicable to use it in 
many instances. Nulacin offers a satis- 
factory alternative. 


CONTINUOUS 
NEUTRALIZATION 


NULACIN TABLETS, allowed to 
dissolve slowly in the mouth, have been 
shown clinically to provide a continuous 
neutralization comparable with that of 
drip therapy. (B.M.J., 1952, 2, 180.) 


NULACIN TABLETS contain 
nutrient in a most acceptable form to 
the peptic ulcer patient. Nulacin tablets 
obviate the necessity of taking frequent 
feeds, and so lessen the tendency to 
obesity which must occur in those who 
are following a dietary regime of food 
at frequent intervals. 


During ulcer activity the suggested 
dosage is 3 tablets to be sucked each 
hour, and for follow-up treatment 2 
tablets should be sucked between meals, 
beginning half an hour after a meal. 


The tablet is of a suitable size, and 
of a consistency and hardness so that, 
when it is sucked, the result is a con- 
stant and prolonged neutralization of 
the gastic juice. 


14 


eptic ulcer treatment 


comparable 
drip therapy 


Whole milk and alkaline constituents 
combine to produce 
increased buffering action 


NULACIN TABLETS are ex- 
tremely palatable and during extensive 
clinical tests their taste has proved to be 
particularly acceptable to patients. 

The patient should be instructed to 
place the tablet between the gum of 
the wees jaw and the cheek. Here it 

will be comfortable, and slowly dis- 


t 


wou 


— 


Superimposed gruel 
a) test-meal curves of 
SIX patients with 
== duodenal ulcer. 


solve. The efficacy of the tablet is 
greatly diminished if it is chewed and 
swallowed. 

NULACIN TABLETS are not 
advertised to the public. There is no 
B.P. equivalent to this tablet. The dis- 

sing pack of 25 tablets is free of 
e Tax and now costs 3/-. 


Anaursis 


The same patients as in Fig. 1, two days later. 
showing the striking neutralizing effect of sucking 
Nulacin tablets (3 an hour). Note the return of 
acidity when Nulacin is discontinued. 


HORLICKS LIMITED 


Pharmaceutical Division, Slough, Bucks. 
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A 


advance 
in the 


local 


treatment 
of the 


common 


cold and 


The nasal vasoconstrictor of choice with all 
these advantages : 


] Two-stage vasoconstriction — immediate 
and prolonged without secondary vaso- 
dilatation. 


Water miscible and non-oily — no inter- 
ference with ciliary action and no danger 
of lipoid pneumonia. 

3 Remains at the site of action — same 
viscosity as mucus. 

4 Non-irritant — pH adjusted and isotonic 
with nasal secretion. 


SSS 


other 
catarrhal 
conditions 
the 
nasal 
passages 
and 
accessory 


sinuses 


s Readily absorbed by the mucosa — low 
surface tension. 


6 Suitable for both adults and children. 


Fenox Compound Isotonic Nasal Drops of 
Phenylephrine and Naphazoline. Supplied in 
$ fl. oz. dropper bottles. Net price in Gt. Britain 
to the Medical Profession 2/14d. 


Descriptive literature and patients’ 
direction pads available on application 
from the Medical Department, 

Boots Pure Drug Company Limited, 
Nottingham, England 


THE Lancet] : 
= 
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CAN BE 


CONTROLLED 


Prompt measures to counter the distress of 
persistent coughing are well - merited. 
Taoryl—a_ recently introduced, powerful 
antispasmodic in tablet form—combines 
peripheral sedation with a selective inhibitory 
action on the cough centre. Safe 

to use for long periods without addiction, 


it provides highly effective therapy in all 


cases of irritant and spasmodic cough. It is 
comparatively non-toxic, free from side effects in 
normal dosage, and readily administered to children. 


Literature and clinical sample on request. 
Bottles of 20 and 200 tablets. 
Prescribable on N.H.S. Form E.C.10 
TRADE MARK 


Bis [1-(carbo-3-diethylaminoethoxy)-1-phenyl- 
cyclopentane]-ethane disulphonate. 


PHARMACEUTICAL LABORATORIES GEIGY LTD. 
Rhodes, Middleton, MANCHESTER 


PH.44 
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PACKING AND SIZES: 


Sympatol liquid 10% 
Bottles of 20 ce. For the treatment 


Bottles of 100 cc. of collapse 
Sympatol ampoules (0,06 g) for injection 


Boxes of 6 ampoules For the treatment of 


Hospital Pack constitutional 


of 30 ampoules hypotension 


For the management 
of hypotensive conditions in infectious 


and chronic illnesses 


LEWIS LABORATORIES-LTD-LEEDS 
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G BOTTLE 


TRADE MARK REGO. 


On prescription 


1. has been regularly prescribed 
for many years in the treatment of 
every form of constipation. Palatable 
and reliable in action, it provides the 
moisture, lubrication and peristaltic 


NEW 2 - stimulation needed for an easy return 


to normal bowel habit. 


| 
80 02 7 oe N.. available in the new 80 oz. 


dispensing bottle, Agarol can be pres- 


Dispensing — - cribed with complete confidence as an 
B ott | e economical and effective treatment 
: for all forms of constipation. 

Agarol is available in bottles con- 

taining 6 and 14 fluid ozs.; now also 

in bottles of 80 fluid ozs. for dis- 

pensing only, free of purchase tax 

when prescribed either privately 
or on the N.H.S. 


FORMULA. Paraff. Lig. 31°75%, Phenolphthei. 
1+ 32%, Agar-agar 0° Excipients ete.. to 100 


NO WARNER PREPARATION HAS EVER BEEN 


ADVERTISED TO THE PUBLIC 


WILLIAM R. WARNER & CO. LTD., POWER ROAD, LONDON, W.4 
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Chronic infected cutaneous ULCERS... 


whether of varicose, decubital, 
ischaemic, or diabetic origin, 
often respond rapidly to the 
local application of ‘ Furacin’ 


Soluble Dressing. 


‘Furacin’ Soluble Dressing is active against a wide range of both 
gram-negative and gram-positive organisms; it does not delay 
healing ; and it produces a marked reduction in wound odour. Bacterial drug-resistance to it 
has not yet been reported. 
*Furacin’ Soluble Dressing is indicated for the prophylaxis and treatment of infection 
in wounds, severe burns, cutaneous ulcers, and skin-graft sites, and for abscesses and 


carbuncles after incision. 


SOLUBLE 
DRESSING 
(0-2% mitrofurazone in water-miscible vehicle) 


AN ADVANCE IN ANTIBACTERIAL THERAPY 


Issued in 2-oz. tubes and 4-oz. jars. Also available—‘ Furacin’ Solution 


MENLEY & JAMES, LIMITED, COLDHARBOUR LANE, LONDON, S.E.5 
registered users of the trade mark ‘ Furacin’ 


FURA 
Sa LE 
LUBEL 
ANTIBACTE 
Mentey® 
4 
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Influenza 


The deaths 


graph follows a consistent 


FEBRUARY MARCH 


pattern; maintaining a 


= low but steady level for 


nearly nine months of the 
year. Between December and February the graph rises 


sharply . . . in an epidemic year into hundreds of deaths 
a week, 


The busy doctor, whether he is overburdened with the 
demands of an epidemic or is simply faced with a seasonal 


increase in "flu cases, naturally looks for an analgesic and 
sedative with proved antipyretic effect. 


Veganin*, containing 1 6th of a grain of codeine 
phosphate together with acetylsalicylic acid and phen- 
acetin, has long been accepted as the analgesic, sedative 


and antipyretic of choice. Its disintegration rate of 10 
seconds ensures rapid action. 


Veganin is obtainable from all chemists in tubes of 
10 and 20 tablets ; also available in bulk packages of 
100 and 500 tablets for dispensing only, free of 
purchase tax when prescribed either privately or on 
the N.H.S. The tax free packages of 100 and 500 


tablets are supplied to the chemist at 68. 3d. and 
278. Id, net, respectively. 


Each tablet contains acid acetylsalicy!. 250 mg., 
phenacet. 250 mg. and codeine phos. 10 mg. 


VEGANIN 


HAS NEVER BEEN ADVERTISED TO THE PUBLIC 


Wilhiam R.WARNER and ©, Power Road, London U4. 
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A new development in the treatment of | 
MOUTH AND THROAT 
INFECTIONS 
ANTISEPTIC 

LOZENGES 
Bradosol is a potent quaternary ammonium bactericide 
and fungicide, effective in extreme dilution against 

most pathogenic organisms causing 
SORE THROATS 

@ Well tolerated and virtually non-toxic 
@ Does not produce resistant strains 
@ Effective against fungi 
@ Does not contain potentially toxic local anaesthetics 

Tubes of 20 Lozenges 

Each lozenge contains 0.5 mg. 8-phenoxy-ethyl-dimethyl-dodecyl 
ammonium bromide. 
* Bradosol’ is a registered trade mark. Reg. user: 
CIBA LABORATORIES LIMITED 
HORSHAM SUSSEX 
Telephone : Horsham 1234 Telegrams : Cibalabs, Horsham 
4/2 
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Outward signs of nervous stress are frequently encountered 
in present-day practice, and the value of symptomatic treatment 
with a sedative dose of barbiturate is now accepted. ‘Amytal’ 
and ‘Sodium Amytal’ can be relied upon to relieve nervous tension 


without irritability or loss of alertness. In nervous dyspepsia, gastric 


ulcer, etc., the administration of Tablets ‘Amytal’ gr. } t.d.s. is usually 


satisfactory. In neurotics the rather deeper action of the sodium salt 
is generally preferred. Treatment with *‘ Pulvules’ ‘ Sodium 


Amytal’ gr. 1 t.d.s. is most beneficial in depressive and anxiety states. 


SODIUM 


SODIUM AMYLOBARBITONE 
TRADE MARK 


ELI LILLY AND COMPANY LIMITED : BASINGSTOKE - HANTS 
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AND FREE FROM PAIN 


*Physeptone’ provides freedom from pain without drowsiness or confusion. 


More potent than morphine, ‘Physeptone’ does not dull the mind or give rise to constipation. . 


It is unrivalled for the continuous relief of severe pain in the chronic sick. 


‘PHYSEPTONE: 


Amidone Hydrochloride 


THE ESTABLISHED ANALGESIC 


BURROUGHS WELLCOME & CO, (the Wellcome Foundation is) LONDON 
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” 
about plasma? 


and what did you 


Is sufficient plasma always to hand—immediately ? 
That doubt can be dispelled by Intradex, a6 per cent solution 


of dextran in saline that can be stored indefinitely against 


punta / N TR A D E X 
%& There are no contra-indications to Intradex. it can WV 


Trade mark 


In bottles of 540 cc. Also prepared : Intradex (Sait-Free) 
Intradex (Salt-Free) with Glucose 


be used as a complete replacement for plasma, ar 
as a first-aid measure prior to infusion of whole blooc 


GLAXO LABORATORIES LIMITED, GREENFORD, MIDDLESEX BYRon 3434 
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| 

| “ Aspirin and phenacetin are effective and useful, and a sedative effect is obtainable if a barbiturate 

( is combined with them. ... The reputation of codeine as a pharmacologically useful drug is at 
present waning, for the analgesic eect of the compound tablet of codeine B.P. is probably due 


more to its content of aspirin and phenacetin than to the 4 gr. (8 mg.) of codeine present. It is a 
weak analgesic even when given in full doses.” (Brit.Med.J. 1952 (Oct. 25th) li, p.928) 


Tercin combines aspirin and phenacetin | Tab. Codein, Co. B.P. 
with a barbiturate. It is intended for the Tercin is available in tablets containing 


relief of all those mild forms of pain for _ 


which Tablets of Aspirin, Phenacetin and 

Codeine have hitherto been prescribed. 
Its cost to the National Health 

Service is no greater than that of 


aspirin 5 grains, phenacetin 3 grains and 
butobarbitone 4 grain. 

For dispensing only, in bottles of 200 
at 5/6, and 1000 at 26/- (Prices to 
pharmacists in Great Britain). 


DOSAGE: One or two tablets as required. A total dose of 
eight tablets daily should generally not be exceeded. 


Literature and samples are available on request to the Medical Department 
THE BRITISH DRUG HOUSES LTD... LONDON- N.I 
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A SURGICAL POLICY FOR 
PEPTIC ULCER 


H. DarnTREE JOHNSON 
M.B. Camb., F.R.C.S. 
ASSISTANT SURGEON, ROYAL FREE HOSPITAL, LONDON ; 


LECTURER IN SURGERY, POSTGRADUATE MEDICAL SCHOOL OF 
LONDON 


I. M. Orr 
O.B.E., M.D., Ch.M. Glasg., F.R.C.S.E. 
SURGEON, ROYAL INFIRMARY, PRESTON ; 


LECTURER IN SURGERY, POSTGRADUATE MEDICAL 
SCHOOL OF LONDON 


THE mortality of gastrectomy has fallen so satis- 
factorily in recent years that this operation is no longer 
shunned because of the risk it entails. Moreover, more 
and more pliysicians are recognising that only surgery 
can alter the course of the lifelong disorder from which 
peptic ulcers arise. At the same time, the great increase 
in the number of gastrectomies, and particularly the 
tendency to make them subtota!, has caused concern 
about these patients’ capacity to maintain health and 
efficiency on the diet obtainable in Britain today. 

The aim of surgery must always be to discover and 
practise the least interference that will adequately 
control disease, imposing the smallest possible cost in 
life, function, and tissue. It was with this in mind that 
we set out, seven years ago, to ascertain whether the 
safer and less drastic operation of vagotomy might 
prove sufficient for the cure of peptic ulcer, and five 
years have passed since we published our earliest 
experience with it (Orr and Johnson 1947). 

We remarked then that vagal resection might be 
looked on as a reconnaissance in force in the war against 
peptic ulcer. Little is lost, we added, if on occasion it 
fails, for we still have at our disposal the full-scale attack 
by gastrectomy. A lasting success by vagotomy is a 
triumph of physiological strategy. A failure following 
gastrectomy, however, is an irretrievable reverse in 
which much has been sacrificed without hope of 
withdrawal. 

By the time we next reported our results (Orr and 
Johnson 1949), though ground had been won and 
valuable information gained, we had been forced to 
resort to more comprehensive operations for most of our 
patients. The conclusion had become inescapable that, 
for permanent symptomatic relief, correction of the 
deformity and obstruction caused by scarring is at least 
as important as healing of the ulcer. We therefore 
urged that, for all ulcers which had become large and 
callous or had penetrated into adjacent organs, or where 
major haemorrhage had taken place, gastrectomy should 
be used, with or without the addition of vagal resection. 

Though, like most others, we abandoned vagotomy 
alone as a treatinent for duodenal ulcer, we continued 
the follow-up on the patients who had been submitted 
to this operation, and we are thus able to analyse the 
results from four to seven years after. 


FORMERLY 


LONG-TERM RESULTS OF VAGOTOMY ALONE 


Of our original 108 patients submitted to vagotomy 
alone for duodenal ulcer in 1945-48 60% have received 
lasting benefit and have declared themselves greatly 
improved ever since, 33% having been without even the 
most trivial symptoms. However, 25% have had to 
submit to further surgery, either to relieve stenosis and 
obstruction or to remove: a recurrent ulcer, before a 
eure was achieyed. 3 of the new ulcers being gastric ones. 
A further 15%, though they have not relapsed to the 
extent of requiring another operation, are only partially 
relieved of symptoms and have to have intermittent 

6754 


medical care. (81% of the original 108 patients now 
have good results, and the mortality has been nil.) 
In his survey of 736 patients submitted to vagotomy 
alone by many different surgeons, Pollock (1952) reported 
44% of them as having unsatisfactory results and found 
evidence of ulcer relapse in 9-4%. 

It was reported by St. John and Flood (1939), and 
many others have published similar figures, that after 
the successful medical cure of peptic ulcer 65% of 
patients have recurrent ulcers within two years. All 
our patients had long histories and recalcitrant symptoms 
and perhaps, on the average, had relatively advanced 
lesions. Hence it certainly cannot be said that vagotomy 
made little difference to their hitherto downhill progress, 
and there can be no doubt that the operation sub- 
stantially alters the course of ulcer disease. Moreover, 
though 40% of patients did not have sustained sympto- 
matic relief after this safe and modest manceuvre, only 
a few of those reoperated on had ulcers, most of them 
showing only gross scarring and deformity as the cause 
of their continued symptoms. 

In the treatment of anastomotic ulcer following 
gastrectomy, there is still an important place for 
vagotomy ; for a second gastric resection is a relatively 
dangerous undertaking. Moreover, a second gastrectomy 
has too often been followed by further ulcer recurrence. 
Again, for jejunal ulcer after earlier gastro-enterostomy, 
vagotomy is sometimes the wisest choice when the 
patient, as is so often the case, is a poor surgical risk, 

Even in the absence of obstruction, vagal resection 
usually causes retention of food in the’stomach; and 
though this contributes to the cure of duodenal ulcer, 
it may give rise to untoward symptoms. Fortunately 


this retention does not occur when a_ well-designed 
drainage operation has been added to vagotomy. 


VAGOTOMY PLUS GASTRO-ENTEROSTOMY 


Neither vagotomy nor gastro-enterostomy alone can 
be depended on to cure and control ulcer disease with 
sufficient regularity ; but, when the two operations are 
done together, the resuJts are said to have been excellent. 
Crile and his colleagues (1952) have used this combination 
well over 400 times for duodenal ulcer, and report only 
6% recurrences and less than 1/,% deaths. This is surely 
preferable to less than 1% recurrences but 4% deaths, 
such as may be expected with radical gastrectomy. 

We have used vagotomy in 12 cases of anastomotic: 
ulcer after earlier gastro-enterostomy, and in 2 of our 
early patients who had had vagotomy alone gastro- 
enterostomy was added later. In 26 cases of duodenal 
ulcer we have used vagotomy and gastro-enterostomy 
together. Such small numbers can give no very weighty 
support to Crile’s claims, but the results have been very 
satisfactory, and we are bound to keep an open mind 
about this operation. Pollock (1952) has collected and 
followed up 462 cases after vagotomy and _ gastro- 
enterostomy by a number of different surgeons and has 
found only 8% of clinical failures among them. 

It has so far been our policy to reserve vagotomy and 
gastro-enterostomy for a few patients in whom, because 
of obesity and emphysema, for example, gastrectomy 
might have been unduly difficult and hazardous. 


SUBTOTAL GASTRIC RESECTION 


A radical gastrectomy is the operation perhaps most 
widely favoured in Britain at present and we have used 
it extensively ourselves. 

Visick (1948) defined subtotal gastrectomy as one 
which removes the first part of the duodenum, the 
pylorus, the whole of the lesser curvature, and the 
greater curve up to, but not including, the uppermost 
of the short gastric vessels. Done in this way gastrectomy 
leaves a very small gastric pouch indeed, with few 
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remaining acid-secreting cells, and the recurrence-rate 
in Visick’s series was nil (Pulvertaft 1952). Though this 
operation, in skilled hands, may carry a mortality of no 
more than 4% and gives a high degree of protection 
against relapse, it is on occasion attended by undesirable 
side-effects described in detail by many writers (Wells 
and Welbourn 1951, Brain and Stammers 1951, Adlers- 
berg and Hammerschlag 1947). 

The tendency to lose weight shown by patients who 
have had such high resections has been previously 
mentioned (Johnson 1948), and it was observed that the 
degree of weight loss appears to be proportional to the 
amount of stomach removed. The ‘‘ dumping ’’ syndrome, 
too, is commoner and more severe when radical resection 
has been used, and we have found its incidence to be 
correlated with inability to eat more than a very small 
meal and with complaints of regurgitation of bile. 

It must be recognised that gastrectomy, without 
deliberate division of the vagi or their gastric branches 
inevitably destroys a large part of the vagal supply to 
other organs, a fact too often ignored by those who 
have inveighed against vagotomy. 

Several of our colleagues who use high gastrectomy 
regularly for all kinds of peptic ulcer have encouraged 
us to follow their patients along with, and by the same 
methods as, our own. These, together with those of 
our own high gastrectomies which fell into the beginning 
of the total period under review, before we bad both 
adopted our present policy, amount to 241 cases. 

We have not explored the mortality in this particular 
group (there were no deaths among our own few cases), 
but from a separate study of over 3000 post-war gastrec- 
tomies, varying greatly in the proportion resected, we 
have ascertained that the average mortality has been 
4%, being higher where high gastrectomy was routinely 
used and lower where conservative resection was the rule, 


MODERATE _ PARTIAL GASTRECTOMY WITH OR WITHOUT 
VAGOTOMY 


Data about the spontaneous secretion of acid at 
night, collected from some 400 patients, show that, 
though duodenal ulcers and some juxtapyloric ulcers 
are associated with interdigestive hypersecretion of acid, 
most gastric-ulcer patients have Jevels of secretion below 
the average for normal people. 

Though anastomotic ulcer has been an occasional sequel 
to gastrectomy for duodenal ulcer, for combined ulcers, 
and sometimes for prepyloric ulcers, it has seldom, if ever, 
followed even hemigastrectomy when performed for other 
gastric ulcers. Moreover, the investigation into jejunal 
ulcer conducted by the Association of Surgeons (1935) 
showed that the patients who developed anastomotic 
ulcers were the ones with unusually high acidity of their 
gastric contents. We therefore contend that high or 
subtotal resection is unnecessary for hyposecreting 
patients, such as most of those with gastric ulcers. Not 
only is a moderate two-thirds resection sufficient for the 
cure and contro] of their disease but also it is possibly 
less dangerous to life and gives better symptomatic 
results. We have found the Billroth-1 anastomosis most 
satisfactory in gastric-ulecer patients. 

Both we and others have found that vagotomy is a 
successful operation for the cure of anastomotic ulcer, 
and we therefore judged it likely to prevent them. 
We have therefore felt justified in returning to moderate 
gastrectomy in hypersecreting patients as well, with the 
addition of vagus resection to prevent the recurrences 
otherwise to be expected in a proportion of these cases 
after a two-thirds resection. 

An investigation by the American Gastroenterological 
Association into the results of some 2600 operations for 
peptic ulcer (Jordan 1951) showed that addition of 
vagotomy to ordinary high gastrectomy was not harmful : 
whereas 91-6% of those who underwent gastrectomy 


alone survived and were satisfied with the result, in the 
case of gastrectomy plus vagotomy the figure was 94-8%. 
Since the recurrence-rate was negligible with radica} 
gastrectomy alone, it was thought that nothing much 
was to be gained by the addition of vagotomy. We, on 
the other hand, hoped that, by adding vagotomy to our 
moderate gastric resection, we should achieve ulcer cures 
as dependable as those won by high gastrectomy, and 
at the same time we should have results as sympto- 
matically satisfactory as those which go with more 
conservative resection. 

For several years we have been applying a policy for 
peptic ulcer which has implied the use, in nearly all our 
ulcer cases, of either (a) two-thirds gastrectomy alone, or 
(b) similar moderate gastric resection plus division of the 
vagi or their gastric branches. The results of these 
operations performed during the five years ending 
December, 1951, are described below. 


METHOD OF SELECTION 


The spontaneous interdigestive secretion-rate of acid 
is determined for each patient by continuous gastric 
suction during twelve night huurs. The volume of juice 
in litres multiplied by the titratable free hydrochloric 
acid in clinical units gives the number of milliequivalents 
of hydrochloric acid produced in the whole night. We 
have chosen the arbitrary figure of 20 m.eq. as the level 
of secretion above which the addition of vagotomy to 
gastrectomy is indicated (Johnson 1951). Towever, it 
often happens in practice that tubes become blocked or 
aspiration is incomplete for some other reason. A high 
level of acidity (over 45 clinical units of free hydrochloric 
acid or over 65 units of total acid) in the bulked juice is 
also adequate evidence of nocturnal hypersecretion, even 
though the volume of juice aspirated has not been very 
great. 

Following this rule we have employed moderate partial 
gastrectomy alone for 90% of our patients with gastric 
ulcers amd for 52% of those with duodenal ulcers, with 
the addition of vagal resection in most of the others. 
The choice of operations is shown in greater detail in the 
accompanying tables. 

Patients with carcinoma in ulcere, benign or malignant 
tumours, and pyloric stenosis with long-since healed 
ulcers are excluded from consideration, the last-named 
because they were often considered amenable to gastro- 
enterostomy under any policy. Patients with anastomotic 
ulcers after earlier gastro-enterostomy were included for 
we dealt with them by vagotomy alone or moderate 
gastrectomy with or without vagotomy, in accordance 
with our principles in the ‘‘ policy ’’ series. There was a 
similar proportion of such patients in the high-gastrec- 
tomy series. 

Recurrence of symptoms after earlier gastrectomy is a 
different problem and could not be included, for the 
initial operation was sometimes a high resection not 
able to be modified to bring it into line with our policy ; 
moreover, we are not seeking to show that the addition 
of vagotomy to very radical gastrectomy can do much to 
improve its results or to alleviate its occasional ill effects. 
The results of vagotomy used for anastomotic ulcer after 
earlier gastrectomy will therefore be dealt with separately. 
Patients who had emergency operations for massive 
hemorrhage or for perforation could not be assessed in 
the usual way and submitted to the operation selected 
accordingly. They, too, are therefore left for con- 
sideration elsewhere. 

MORTALITY 

The operations used in applying the above policy have 
had few: serious complications, and the mortality has 
compared favourably with that in any series of subtotal 
gastrectomies published. 

Of the 526 patients operated on under the policy 
during the period under review, 486 had gastrectomies 
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(236 of them with vagotomy added), 26 had vagotomy 
plus gastro-enterostomy, 2 had short-circuits for stenosis 
after earlier vagotomy, and 12 had vagotomy alone for 
anastomotic ulcers after earlier gastro-enterostomy. 

There were 6 postoperative deaths, a mortality of 
1:1% for the policy as a whole or 1:2% for the 486 
gastrectomies. The causes of death were: coronary 
thrombosis; burst abdomen followed by general 
peritonitis ; uremia in an elderly man with prostatic 
obstruction ;. septic thrombophlebitis starting in a vein 
used for blood-transfusion ; general peritonitis developing 
after discharge from hospital after an apparently 
uneventful convalescence ; and suppurative cholecystitis 
in a patient known to have gall-stones, which were, 
perhaps unwisely, not dealt with at the same time as the 
gastrectomy. Since the end of the review rs we 
have performed a further 114 operations with 3 deaths 
close together. Our mortality has therefore risen to 1-4% 
for 640 cases. 

METHOD OF FOLLOW-UP* 

Though nearly all the patients included in this review 
were interviewed by one or other of us at regular intervals, 
we have come to the conclusion that a carefully com- 
posed questionnaire yields data more susceptible to 
objective analysis and allowing comparisons of greater 
validity than can be gained in conversation; for at 
interviews not only do questions vary in the way they 
are put to the patient, but also his answers are likely 
to be influenced by the knowledge that he is, or is not, 
in the presence of the surgeon who did his operation. 
Our analysis has therefore been made on the basis of 
written questions to each of which alternative answers 
are offered—e.g., ‘‘ Have you, since your operation, 
suffered from wind pain? YES, OCCASIONALLY OR 
SLIGHTLY, NO. Did you have wind pain as distinct from 
ulcer pain before your operation ? YES, OCCASIONALLY 
OR SLIGHTLY, NO. If so, is it now BETTER, THE SAME, 
WORSE ? (Cross out two answers in each case.) ”’ 

After questions about ulcer pain, wind pain, vomiting 
of food, regurgitation of bile, heartburn, diarrhoea, 
attacks of weakness, giddiness, sweating, &c., size of 
meal taken without discomfort, and progress in body- 
weight, the patients are asked : ‘“ Do you find that, since 
your operation you are, all things considered, 1, CURED 
AND NORMAL; 2, MUCH BETTER; 3, A LITTLE BETTER ; 
4, NO BETTER; or 5, WORSE? (Strike out four of the 
alternatives and write nothing in.)’’ 

Patients seem to have no difficulty in deciding whether 
to put themselves in category 5 or 4 or 3, but the choice 
between 2 and 1 caused some indecision. The more 
cautious were afraid, after years of relapse before 
operation, to pronounce themselves permanently cured, 
even though free from symptoms so far. We should have 
done better to call these two categories NORMAL AND 
APPARENTLY CURED and MUCH BETTER BUT NOT NORMAL. 
Possibly in the large groups dealt with psychological 
factors have evened out. 


TABLE II—SYMPTOMS OCCURRING DURING FOLLOW-UP 
{Percentages of Alternative Answers Selected by Patients in Questionnaires (478 D.U., 180 G.v., 
7 Others)) 


TABLE I—CATEGORIES SELECTED BY PATIENTS IN ANSWER TO 
THE QUESTION: ‘“‘ TAKING EVERYTHING INTO CONSIDERA- 
TION, DO YOU FIND YOURSELF, SINCE YOUR OPERATION, 
1, CURED AND NORMAL; 2, MUCH BETTER; 3, A LITTLE 
BETTER; 4, NO BETTER; or 5, WORSE?” 


Category 1 orj3, 4 
1 2 3 4 5 2 "lor 5 
All lesions : Percentages ! 
Radical gastrectomy 42 | 47 941-8 10-5] 89} 11 
Policy group (513). 53 | 42 10°38 | 95 5 
Duodenal ulcer : 
Radical gastrectomy 46 | 41 | 10 | 87118 
Policy group (353) .. 54 | 41 4/06/08 | 95 5 
Gastric ulcer : 
Radical gastrectomy (75) .. | 36 | 56 7113/10 92 & 
Policy group (105) .. 310 1 96 4 
Anastomotic ulcer : Not percentages 
Radical gp al (9) 5 41 0 0 0 9 0 
Policy group (25) 13 | 10 | 2 0 0 | 23 | 2 


Patients who could not be followed up fall into two 
groups: (1) those who will not coéperate, either because 
they are well and cannot be bothered or because they 
have done badly and are dissatisfied and resentful ; 
and (2) those who have left the district for an unknown 
address and are not reached by follow-up communications. 
By persistence and personal visits we eliminated the 
first group, but were left with 7 in the second and have 
had to omit them from our calculations. Of 4 patients 
who died during follow-up, from causes unrelated to 
ulcer, the results for 3 have been included up to the date 
of the last review ; but the 4th died within a few months, 
of carcinoma of the bronchus, and is excluded. 

All these figures refer to the policy group. In the high- 
gastrectomy group we were rather less successful, for 15 
patients remained untraced. 7 others died, 4 of causes 
unrelated to ulcer and 3 of unknown causes. 4 of these 
had not been followed for long enough before death to be 
included. We were thus left with 222 satisfactory follow- 
ups for analysis in this group out of 241 survivals. 


ULCER RECURRENCE 


No proven recurrent ulcer has yet appeared in the 
‘‘ policy ’’ series ; but there are 4 patients (0-89) whose 
symptoms have never been relieved by their operations. 
In the high-gastreetomy group 2 proven recurrent ulcers 
developed and 3 other patients did not get relief from 
their symptoms from the start (2-2% in all). We may 
therefore claim that there is as yet no very significant 
difference in success, as regards control of ulcer disease, 
between routine radical gastrectomy and the selection 
policy. 


SIDE-EFFECTS AND SATISFACTION WITH RESULTS 
The clinical failures of gastric surgery are nowadays 
far more often due to the side-effects of operation than 
to ulcer relapse. ‘The incidences of the various symptoms 
remaining, or appearing for the first time, after operations 


36 D.U., and G.U., 34 A.U., 


Attacks of | Size of meal able 2 ee 
No, Uleer-like Colic or Vomiting. | Regurgitation to be taken 
pain wind pain of food of bile without 
Operation glycemia discomfort 3 
No | Sl. | Yes} No| Sl. | Yes} No! Sl. | Yes| No| Sl. | Yes} No| Sl. | Yes} L. | M. 8. | 0. n 
- 222.) 92 3 5 | 58 | 12 | 30 | 88 7 5 | 79 | 53 | 10} 37 | 15 | 57 | 26 2 39 25 
Policy group - | 513 | 96 2 2) 79 8 | 13] 92 3 5 | 86 5 9} 75 | 10} 15 | 25 | 63 | 12 | — 58 44 
*/, gastrec’ 245 | 96 2 10 8 | 92 3 5 | 85 8 T1730 8} 16 68 | 16 61 47 
3/5 and | 
vagotomy 228 | 97 1 21 75 7118) 92 2 6 | 85 3 | 12] 73 | 12) 15} 32] 58 9\;— 55 41 
Gastro-enterostomy | 
and vagotomy . 40 | 97 90 2 71100 | — | — 87 2; 77 | 12 22 | 70 7 — 52 37 


SL, occasional or slight. 


L, large. 


M, medium. S., small. 
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are given in the tables, but their significance to the 
patients is best assessed by considering the categories 
into which the patients placed themselves in answering 
the last question noted above. 

In the radical-gastrectomy group 89% of the patients 
followed put themselves in one of the top two categories 
(cured and normal, or greatly improved); 8% were a 
little better and considered the operation worth while ; 
and 2% did not feel any better for it at all. Of the 


TABLE 


Radical gastrectomy Policy group 
99-29 7-59 
30-39 is } Under 50 : 58% 15- Under 50: 58 
40-49 32 35% 
50-59 23% } 28% ) 
60-69 14% >} Over 50 :42% 129 > Over 50 
70 or more 59 2% J 


patients in this group 33% had gained weight up 
to or above their preoperative level and had been 
altogether free from any gastro-intestinal or related 
symptom. 

In the “ policy ’’ group 95% of patients selected one 
of the top two categories ; 4% considered themselves a 
little better; and 1% were no better at all. Of these 
patients, 52% had gained weight and been completely 
symptom-free. 

It is clear that both approaches have achieved a high 
order of success. Though the age and sex distribution 
and length of follow-up were similar in the two groups, 
it is, of course, impossible to know whether they were 
strictly comparable as regards “ curability.”’ But tbe 
claim that our policy has been vindicated is based less 
on these appearances of slightly superior results than 
on the fact that they have been won at so low a cost in 
lives. Our preference for moderate gastric resection 
may be one of the factors which has helped us to achieve 
this low mortality. 

Comparison of the results of each operation used 
within the selection policy as regards success in preventing 
recurrence and curing ulcer disease would not be valid, 
for each was used for a different purpose. However, it is 
interesting to compare the incidence of side-effects. 
These are enumerated in table 1, and it is seen that the 
addition of vagotomy to moderate partial gastrectomy 
has made no significant difference to the incidence of any 
symptom except possibly wind”? pain, though whén 
high gastrectomy is used this symptom is more frequent 
still. Compared with two-thirds gastrectomy or limited 
resection plus vagotomy high gastrectomy is seen to 
carry a greater risk of ‘‘ dumping,” bilious regurgitation, 
and weight loss. Diarrhoea was so unexpected a sequel 
to vagotomy alone that its occurrence received much 
publicity in the early days of that operation. In our 
experience it was often noted during the first few weeks 
after vagotomy alone, and 3 of the 108 patients sub- 
mitted to this operation were still having intermittent 
diarrhea three months and later after operation. It is 
therefore interesting to observe that only 3 patients 
complained of this symptom out of the 246 followed after 
vagotomy plus gastric resection, and that there were also 
3 among the 241 submitted to low gastrectomy without 
deliberate vagotomy, and 10 among the 222 who had 
high gastrectomies. 

The last question put to the patients in the question- 
naire was: ‘‘If you were to go back to before your 
operation, but knowing what you now know about the 
effects it would have on you, would you again choose to 
undergo it?’ 99-6% of our patients replied ‘* Yes,” 
and though asked not to do so, a great many wrote in 
such things as ‘“‘ most definitely,” ‘‘ A thousand times 
yes,”’ or “* Yes, but twenty years sooner.”’ 


DISCUSSION 


Division of both vagi or of the whole of their gastric 
branches has proved efficient in controlling excessive 
interdigestive acid secretion. However, when this 
manoeuvre has been used alone in duodenal-ulcer patients 
the symptomatic results have been marred by the effects 
of scarring and gastric retention. Because vagotomy has 
not proved to be a surgical mend-all, its omission from 
the surgeon’s repertoire has been suggested, but in our 
view this would be equivalent to throwing a spanner 
away because it cannot do the work of the whole 
tool-kit. 

We are in full agreement with Ogilvie (1952) when he 
urges that no further use should be made of vagotomy 
alone in the treatment of duodenal: and gastric ulcers, 
but we cannot endorse his statements that the vagus 
nerves are divided for gastric pain, that hormonal juice 
is unaffected, and that nervous secretion is harmless. 


In 1915 Sippy@drew attention to the excessive continuous 
interdigestive or ‘‘ resting’’ acid secretion characteristic of 
patients with duodenal or anastomotic ulcers, now considered 
to be mainly neurogenic. He regarded this as the most 
dangerous element of gastric activity. 

It has been repeatedly shown that vagotomy reduces this 
resting secretion by some 80% (Dragstedt 1945, Moore et al. 
1947, Orr and Johnson 1947). It also diminishes by some 
70% the acid response to test-meals and histamine injection 
(Stein and Meyer 1948, Farmer et al. 1951, Johnson 1950). 

It has not been with any idea of interrupting pain pathways 
that we have used vagotomy. Indeed, pain conduction from 
the ulcerated area has been shown to be unimpaired by 
division of the vagi (Foerster 1927, Moore et al. 1947, Johnson 
1947). 

Ogilvie cites division of branches of the vagi as one 
of the criteria of a satisfactory gastrectomy, though he 
divides them only to give greater mobility to the gastric 
remnant. In our opinion routine high division of the 
vagi or of their gastric branches in all gastrectomies, 
without regard to the patient’s pattern of secretion, may 
be harinful in those whose stomachs are already hypotonic 
and hyposecreting. Moreover, we believe, with Butler 
and Capper (1951), that every effort should be made to 
preserve the natural supports of the stomach, even 
though this may make the operation slightly more 
difficult. 

It has been suggested that patients who have had 
vagotomy plus pylorectomy are reduced to complete 
and permanent achlorhydria, and that this might increase 
the dangers of infection and of the supervention of 
earcinoma. From many hundreds of secretion investi- 
gations we conclude that there is no significant difference 
between the effects on gastric secretion of two-thirds 
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gastrectomy with vagotomy and those of five-sixths 
gastrectomy alone. 

The experiments on animals upon which Dragstedt 
(1945) based his use of vagotomy in man seem indeed to 
point in the right direction. It is not on these, however, 
nor on biochemical] theory that the status of the operation 
must rest, but upon tbe clinical results, 

We believe that vagotomy, including division of 
selected branches, though it is of strietly limited appli- 
cation, has» now established for itself an important 
ancillary réle in the surgery of peptic ulcer in intensely 
hypersecreting people. Moderate or two-thirds gastric 
resection alone is adequate to prevent recurrence of 
ulcer in patients with normal or low secretion-rates but 
sometimes fails in those with gross oversecretion. The 
addition of vagotomy makes moderate resection a satis- 
factory operation in these hypersecreting patients as 
well. The effect of this combination on gastric secretion 
is not significantly different from that of radical, five- 


sixths, or seven-eighths gastrectomy alone, but its power’ 


wis 
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Fig 2.—Failures: perceatages of patients selecting 


categories 3-5. 


to prevent recurrence appears to be at least as good and 
its symptomatic results significantly better. 


SUMMARY 


The long-term results in 108 patients with duodenal 
ulcers submitted to vagotomy alone from four to seven 
years ago are reported. 60% of them continue to have 
good results, but the operation cannot be recommended, 
because, unless the effects of scarring and deformity 
are overcome at the same time, sustained symptomatic 
relief cannot be depended on. 

However, vagus regection has proved and maintained 
its efficiency in controlling excessive acid secretion and 
therefore continues to have an important ancillary role 
in ulcer surgery. 

During the past five years we have followed a policy 
for peptic ulcer in which patients are selected, according 
to the results of special investigations of acid secretion, 
either for two-thirds gastric resection alone or for a 
similar moderate gastrectomy with the addition of 
vagotomy. Gastro-enterostomy plus vagotomy has been 
used for a few bad-risk patients. 

A method of follow-up and assessment has been used 
in which the patients themselves assess their results and 
the bias of the observer is eliminated. 

The results of our policy, ascertained in this way in 
526 cases, are compared with those of 241 radical (from 
four-fifths to seyen-eighths) gastric resections used for 
similar lesions during the same period and similarly 
assessed (figs. 1 and 2). 
® Though both methods of treatment have achieved a 
high order of success, the “‘ policy group ’’ has shown a 
lower incidence of every side-effect and a higher pro- 
portion of satisfactory results during the period reviewed. 
The mortality in the policy group was 1-:1%. 
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In the outbreak of alastrim in the Rochdale district 
of Lancashire in the spring of 1952 there were more than 
150 cases. Many of the patients, particularly in the 
earlier weeks of the outbreak, had not been vaccinated ; 
and these cases offered an opportunity to investigate the 
antibody response to the infection. From 19 unvaccinated 
patients 21 sera were obtained and examined with three 
objectives: (1) to compare various laboratory methods for 
detecting antibody ; (2) to ascertain the time of appear- 
ance of antibody in relation to onset of symptoms; and 
(3) to assess the specificity of the antibody response. 

In patients suffering from alastriim or smallpox who 
have never been vaccinated the estimation of antibody 
in the serum may be a useful diagnostic procedure. In 
the Rochdale outbreak,it was so used to make a retro- 
spective diagnosis in patients who had recovered and for 
whom other laboratory diagnostic techniques could not 
be used. For the detection of antibody the complement- 
fixation test has been commonly employed: the serum is 
tested against an antigen prepared from smallpox or 
alastrim érusts, from vaccinia-infeeted tissue from rabbits 
or from egg membranes infected with vaccinia, variola, 
or alastrim viruses (Downie and Macdonald 1950). The 
test for antihwmagglutinins has become popular of recent 
years and has been used for the estimation of antibody 
in the serum after vaccination (Nagler 1944) as well as 
in cases of smallpox (Collier et al. 1950). The neutralisa- 
tion test, made by injecting a mixture of virus and 
patient’s serum into the skin of rabbits or on the chorio- 
allantoic membrane of chick embryos, also gives satis- 
factory results (Loutit and McClean 1945, Blattner et al. 
1943). We used all these three methods in examining 
each of our 21 sera. 

Previous work from this and other laboratories had 
shown the close serological relation between the viruses 
of varivla, vaccinia, alastrim, and cowpox, using sera 
from immune animals. The sera from some of the alastrim 
patients were therefore tested against these viruses to 
find out whether the response to infection in man 
was more specific than that of experimental animals. 
Obviously the results might have some bearing on the 
value of laboratory tests in the differential diagnosis of 
alastrim, smallpox, and generalised vaccinia. 

MATERIALS AND METHODS 
Sera 

All sera were stored in the refrigerator at about 4°C. Before 
use they were inactivated by heating at 57°-58°C for twenty 
minutes. 

Viruses 

One strain of each of alastrim, smallpox, vaccinia, and 

cowpox viruses was used. The alastrim strain was recovered 
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from one of the early Rochdale cases and had been passed 
twice on the chorioallantois of chick embryos. The smallpox 
strain had been passed 8 times since its isolation from a case 
of variola major in 1946. The vaccinia strain was recovered 
from the vaccination “take” on a young adult (Lister 
Institute lymph) and had been passed 8 times on the chorio- 
allantois. The cowpox strain was isolated in 1937 from lesions 
on the hands of a cowman and had been passed on 20-30 
rabbits and 16 times on eggs. 


Complement-fixation Tests 

To sera in doubling dilutions from 1/5 upwards were 
added 3 M.H.D. (minimum hemolytic dose) of complement 
and an equal volume of antigen (0-2 ml.). These mixtures were 
left in the refrigerator overnight, and next morning 0-4 ml. 
of sensitised sheep red cells was added to each tube. The tubes 
were placed in a water bath for thirty minutes and then 
allowed to stand for a further two hours at room-temperature 
before the results were read. The titre was taken as the initial 
dilution of serum in the last tube to show less than 50% 
hemolysis. Antigens used were clear saline extracts of chorio- 
allantoic. membranes of chick embryos which had_ been 
harvested three days after being infected with alastrim, 
variola, vaccinia, or cowpox virus. These antigens were 
titrated beforehand against dilutions of rabbit immune sera ; 
that dilution of antigen was chosen which was the highest to 
give maximum fixation with 1/10 to 1/80 dilutions of immune 
rabbit serum. With egg membrane antigens the optimal 
antigen dilution was usually 1/15 to 1/25. 


Antihemagglutinin Tests 

The hemagglutinin for these titrations was prepared only 
from vaccinia-infected egg membranes. Extracts from mem- 
branes infected with the other three viruses gave irregularly 
low titres of hemagglutinin when tested against susceptible 
fowl red cells and were not used. The blood cells from a 
number of fowls were tested and those birds whose red cells 
were found suitable were selected as blood donors for routine 
work. Blood from a wing vein was taken into citrate. The 
cells were washed three times and suspended in buffered saline 
to give a 1% suspension for the tests, 1% inactivated normal 
rabbit serum being added as a stabilising agent. Saline extracts 
of vaccinia-infected chorioallantois were titrated against fowl 
cells to find the minimum hemagglutinating dose, and four 
times this amount in a volume of 0-25 ml. was used in testing 
the sera from alastrim patients. Doubling dilutions of serum 
from 1/10 upwards were mixed with 4 hamagglutinating doses 
of antigen in a series of tubes. These were placed in a water 
bath at 37°C for one hour; 1% suspension of fowl! cells was 
then added. The tubes were shaken after twenty minutes at 
37°C and then kept for another hour at 37°C. They were left 
for one hour at room-temperature before the results were read. 
The titre of the serum was taken as the highest dilution 
which prevented all but a trace (+) of agglutination of the 
red cells. 


TABLE I—ANTIBODY TITRATIONS ON 2] SERA FROM 19 ALASTRIM 


PATIENTS 
Complement- Antihem- Per cent. 
xation agglutinin neutralisa- 

titre'* titre** tion® 
2 neg. 1/5 neg. 1/10 46 
5 ” ” 88 
6 18 
9 2 80 94 
10 20 160 87 
10 5 160 85 
ll 5 40 81 
11 10 80 91 
12 40 160 91 
14 10 80 96 
15 40 80 93 
16 10 80 97 
17 40 320 92 
18 20 160 96 
20 10 160 9s 

21 20 80 
22 20 320 97 
31 10 80 97 
36 40 160 97 
37 5 80 97 
43 10 80 96 


*Figures in these columns are reciprocals of titres. 


1. Egg antigen used. 
2. Vaccinial hemagglutinin. 
3. Tested against alastrim virus. 


N.T.=not tested. 


Neutralisation Tests 

The technique used has been described by McCarthy and 
Downie (1948). The virus suspensions had been prepared from 
infected egg membranes and partially purified by differential 
centrifugation. The virus preparations were titrated by 
inoculating tenfold dilutions on the chorioallantois of groups 
of fertile hen eggs which had been incubated for twelve days. 
After three days’ further incubation the eggs were opened 
and the number of lesions present on the membranes noted. 
For tests with the sera, that virus dilution was chosen which 
would give between 50 and 200 lesions on the chorioallantois. 
All the sera were tested against alastrim virus. A 1 in 2 
dilution of serum was mixed with an equal volume of the 
selected dilution of virus and after forty minutes at*room- 
temperature each mixture was inoculated on 5 or 6 eggs. 
Three days later the membranes were examined and lesions 
counted. The percentage neutralisation was obtained from 
the average number of lesions per membrane as compared 
with the average number of lesions resulting from the inocula- 
tion of the same amount of virus mixed with normal sera from 
non-vaccinated individuals. One serum was also tested by this 
technique in dilutions against each of the four viruses. 


TABLE II—COMPLEMENT-FIXATION TESTS 


Complement-fixation titres* against 
Serum antigens of 
from Days of 
case no.| illness 
Alastrim Variola Vaccinia | Cowpox 
3 6 - 
5 10 20 40 20 20 
7 ll 10 40 10 20 
8 11 10 20 10 20 
9 12 20 40 40 N.T 
10 14 10 20 10 bw 
ll 15 40 40 40 N.T 
12 16 10 20 10 20 
13 17 40 40 40 40 
16 22 10 20 10 40 
18 37 10 5 5 N.T 


*Expressed as reciprocals. 
N.T. =not tested. 
— =negative at 1/5 serum dilution. 


RESULTS 


Results Obtained by Three Methods of Detecting Antibody 

The results of the tests on 21 sera are shown in table 1. 
It should be noted that the complement-fixing titres 
shown were obtained against alastrim antigen and that 
the neutralising titres were measured against alastrim 
virus. For the determination of antihemagglutinin a 
vaccinia antigen was used for the reason given under 
““methods.’’ It has been shown (Chu 1948) that the 
complement-fixing antigen and the hemagglutinin of 
vaccinia are different and that neutralising antibody is 
not the same as that concerned with complement-fixation. 
It is therefore not surprising that there is not complete 
correlation of the results of the three tests with individual 
sera. The results, however, show that from the tenth 
day of illness all sera were positive to each of the tests. 
The neutralisation test using only a single dilution of 
serum (1/2) does not give very accurate quantitative 
results. Such assessment of neutralising antibody can 
be better made by testing dilutions of the serum against 
a constant amount of virus (see table rv). Estimations of 
this kind on all the sera would have required a larger 
number of eggs than could readily be handled in our 
laboratory. 


Time of Appearance of Antibody 

By the complement-fixation technique antibody was 
not found in the four sera obtained before the tenth day 
of illness (table 1). Antileemagglutinins were found in the 
serum taken on the ninth day but not in the three taken 
earlier. The neutralisation test, however, gave a positive 
result with the serum taken on the fifth day and those 
taken from the ninth day onwards. From fairly extensive’ 
experience of this type of test we have found that more 
than 50% neutralisation is significant, while less than this 
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TABLE III—COMPLEMENT-FIXATION TESTS WITH CHLOROFORM- 
EXTRACTED ANTIGENS 


Serum titres* with antigens of 


Serum from case of 


| 
| 


Alastrim | Variola | Vaccinia | Cowpox 
Alastrim.. 40 40 | 20 20 
” 40 40 | 20 20 
80 40 | 40 20 
80 40 80 80 
Variola 80 40 40 
Vaccination . . ae 20 | 40 40 40 
Generalised vaccinia 80 80 80 80 
Cowpox | 40 20 20 80 


*Expressed as reciprocals. 


is of doubtful significance, and less than 30% is within 
+ the range of fluctuation about the mean shown by serum- 
virus mixtures containing replicate samples of the same 
serum. Serum no. 3 we would therefore regard as negative 
and serum 1 as a doubtful positive in the neutralisation 
test. It would appear from these results that neutralising 
antibody is the earliest to appear and that this, though 
perhaps varying in different patients, may be detectable 
as early as the fifth day after the onset of symptoms. 
Similar findings have been obtained in this laboratory 
with a larger number of smallpox sera (results to be 
published). Although no sera from these alastrim cases 
were obtained more than forty-three days after the onset 
of illness, our tests on smallpox sera have shown that 
neutralising antibody can be found years after an attack 
at a time when antihemagglutinin and complement- 
fixing antibody can no longer be detected. The present 
findings confirm our previous experience that the order 
of reliability of these techniques for antibody estimation 
is neutralisation >antihemagglutinin >complement-fixa- 
tion. It may be noted that in the examination of smallpox 
and post-vaccination sera Collier et al. (1950) obtained 

higher titres of antihemagglutinin than those shown 

in table 1. The apparent difference is exaggerated by 

their method of calculating titres (in terms of the dilution 
of serum in the total volume of fluid per tube). Had we 
adopted this method, the titres recorded in this paper 
would have been increased threefold. Their hemagglu- 
tinin was an extract of ‘“‘ smallpox lymph’”’ prepared in 
buffaloes and may well have been a more sensitive 
indicator than our extracts prepared from infected 
chorioallantois. 


Specificity of the Antibody Response 

The investigations on this point were made with the 
complement-fixation and neutralisation techniques. The 
difficulty of obtaining active hemagglutinins from 
alastrim, variola, and cowpox material precluded the 
use of antihemagglutination titrations for assessing 
specificity of antibody. 

Complement-fixation—In these tests infected chorio- 
allantoic membranes were used for the preparation of 
antigens, because this was the only tissue which could 
conveniently be used as a source of antigen for all four 
viruses. The results of tests with 13 of the alastrim sera 
are shown in table 11. There is little evidence of selective 
reactivity of the sera with the alastrim antigen. The 


TABLE IV—NEUTRALISATION OF ALASTRIM, VARIOLA, VACCINIA, 
AND COWPOX VIRUSES BY CONVALESCENT SERUM (CASE NO, 17) 


Per cent. virus surviving (derived from 
pock counts) 
Serum dilutions 


Alastrim Variola Vaccinia | Cowpox 
1/5 .. oa vi 1 9 20 13 
1/50 .. Be aa 87 82* 90 120° 
1/500... oe 115 85 87 95 
Control serum 1/5 .. 100 100 100 100 


*These figures fall within the range of variation with normal serum- 
virus mixtures. 
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slightly “higher titres obtained with the variola and 
coxpox antigens are to be attributed to the greater 
reactivity of these two preparations. Likewise, comple- 
ment-fixation tests with human sera obtained after 
vaccination or after recovery from smallpox or cowpox 
showed a similar lack of specificity. It has been suggested 
(MacCallum 1952) that with human convalescent sera 
chloroform-extracted egg antigens give complement-fixa- 
tion reactions sufficiently specific to differentiate the anti- 
bodies resulting from smallpox and cowpox infections. 
Table 11 shows the results of tests with egg antigens 
that had been extracted overnight with chloroform to 
make 20% by volume. There is here also little evidence 
of specificity, except perhaps with the cowpox serum, 
which reacted to slightly higher titre with the homologous 
antigen ; and this antigen gave, on the whole, lower 
titres with the variola and alastrim sera than did their 
homologous antigens. ‘The differences, however, were 
slight and not in our opinion sufficiently great to make 
the use of this type of antigen of differential diagnostic 
value in the examination of convalescent sera from 
patients infected with those viruses. 

Neutralisation tests—With immune sera prepared in 
animals, neutralisation tests with undiluted sera had not 
served to differentiate viruses of the pox group (McCarthy 
and Downie 1948). However, when the sera were tested 
in dilutions, higher neutralisation titres were usually 
obtained against the homologous virus (Downie and 
McCarthy 1950). The serum from one of the alastrim 
patients was therefore tested in tenfold dilutions against 
the four viruses, a normal human serum being used as 
control. The figures in table Iv record the percentage of 
surviving virus as compared with the control and not the 
percentage neutralisation as in table 1. There is significant 
neutralisation of all the viruses by 1/5 serum dilution but 
none with serum dilutions of 1/50 or 1/500. It is doubtful 
if the differences in the percentages of surviving virus 
with the 1/5 dilution of serum are significant ; for it has 
been our experience that post-vaccination sera usually 
show better neutralisation of variola than of vaccinia 
virus, and in our previous experimental studies alastrim 
virus appeared to be more readily neutralised than other 
pock viruses by heterologous and homologous immune 
sera (McCarthy and Downie 1948, tables 1 and 11). 


DISCUSSION 


Of the techniques used in the examination of the sera 
from alastrim patients, the neutralisation test was the 
more sensitive in that antibody was found in earlier 
specimens of serum which were negative by the comple- 
ment-fixation test. It is to be noted, however, that in the 
neutralisation tests the serum was used in a dilution of 
1 in 2, whereas 1 in 5 was the lowest dilution tested by 
complement-fixation. It seems likely that the fall in 
temperature and improvement in the patient’s condition 
which occurs about the fourth or fifth day of illness is 
related to the production of antibody (Downie 1951), 
and by the neutralisation technique antibody may be 
found in the blood very soon after clinical improvement 
occurs. Such antibody is presumably the excess over 
that fixed by virus antigen in the tissues and body-fluids. 
For diagnostic purposes, however, the neutralisation 
test is not so conveniently carried out as is the comple- 
ment-fixation test. The test for antihemagglutinins, 
which is certainly as sensitive as complement-fixation, 
requires freshly prepared hemagglutinin, because this 
antigen deteriorates within a few weeks at ordinary 
refrigerator temperature. On the other hand complement- 
fixing antigen may be kept under similar conditions for 
years without deterioration. Moreover, as complement- 
fixing antibody usually disappears within a year after 
vaccination, the complement-fixation test is a useful 
diagnostic procedure in suspected cases of smallpox who 
have been vaccinated more than twelve months previ- 
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ously. Although the test for antibody by complement- 
fixation and antihemagglutinin estimation may be 
negative in the first week of illness, other more reliable 
diagnostic methods give positive results at this time. 
The detection of virus in skin lesions by egg-culture 
techniques, or of virus antigen by complement-fixation, 
are always to be preferred in the early stages of the illness. 
In recently vaccinated patients they are the only reliable 
laboratory methods at all stages of illness. The antibody 
in the serum of alastrim patients was no more specific 
than that in the sera of artificially immunised animals ; 
it reacted practically to the same titre with the viruses 
of alastrim, variola, vaccinia, and cowpox. The isolation 
of virus from the patient provides the only laboratory 
method of distinguishing smallpox and alastrim from 
generalised vaccinia ; the distinction between smallpox 
and alastrim still rests on clinical and epidemiological 
considerations. 
SUMMARY 

21 sera from 19 alastrim patients who had not previ- 
ously been vaccinated were examined for antibody by 
complement-fixation, hemagglutination, and neutralisa- 
tion techniques. The neutralisation techniques using the 
pock-counting method on the chorioallantois of chick 
embryos was the most reliable, and the antihemagglu- 
tination method was rather more sensitive than the 
complement-fixation test. 

All three methods gave positive results on sera taken 
on the tenth day or later. 

The sera fixed complement equally well with antigens 
prepared from egg membranes infected with the viruses 
of alastrim, variola, vaccinia, and cowpox. In neutralisa- 
tion tests also, the sera were equally active against the 
four viruses. 


We are indebted to Dr. J. Innes, medical officer of health 
of Rochdale County Borough, for information about the 
patients from whom blood was collected. 
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THE METHOD OF ADMINISTERING 
DICOUMAROL 


Cur. J. BJERKELUND 
M.D. Oslo 
ASSISTANT PHYSICIAN, OSLO MUNICIPAL HOSPITAL 


In the administration of dicoumarol care must be 
taken to avoid hemorrhage on the one hand and 
ineffective treatment on the other. 

The incidence of hemorrhage in some published series 
has been so great that dicoumarol has been discredited 
as dangerous. Hemorrhage has usually been observed in 
5% or 6% of hospital patients; two-thirds of the 
hemorrhages being mild and a third severe (Allen et al. 
1947, Allen 1948, Nichol 1950, and others). Some of the 
hemorrhages have been fatal (Duff and Shull 1949, 
Nichol 1950, and others). In prolonged treatment of 
ambulant outpatients the incidence of hemorrhage has 
been still greater, up to 15% (Olwin 1949). 

One reason why hemorrhage ocours so often is that 
there is still considerable disagreement about how to 
determine the requisite dosage. 

Two main methods of administering dicoumarol are 
used at present: (1) intermittent dosage, and (2) daily 
maintenance dosage. 


Intermittent dosage consists in giving relatively large 
doses of dicoumarol at intervals of up to 10-12 days. 
How frequently the doses must be given depends on the 
individual patient’s response to dicoumarol. Each single 
dose should be large enough to reduce the prothrombin 
value to the therapeutic range and keep it there for 
several days. The next dose is given when the pro- 
thrombin value has again increased above a certain level. 
As the effect of even a large dose of dicoumarol is seen 
only after a certain time-lag, the effect of each new dose 
will usually be delayed in relation to the often rapidly 
increasing prothrombin value. Hence the prothrombin 
values are likely to vary widely, the greatest variations 
being observed in those patients who metabolise dicou- 
marol rapidly and therefore require large and frequent 
doses. This method is especially used in the U.S.A., and 
has recently been enthusiastically recommended by 
Shapiro and Weiner (1951) who hold that the danger of 
overdosage, through accumulation of dicoumarol in the 
body, is least when this method is used. They also 
claim that intermittent dosage makes it easier to maintain 
a stable and effective concentration. I do not agree with 
this opinion, for reasons discussed below. 


Maintenance dosage aims at keeping the prothrombin 
value most nearly constant in the optimal therapeutic 
range by giving daily doses in amounts varying according 
to the patient’s tolerance for dicoumarol. This method 
is most commonly used and I regard it as the only 
practicable one when treatment of the ambulant patient 
has to continue for a long time. It has, however, proved 
difficult in practice. 

This is evident from the many different dosage schedules 
published. Greatly varying initial doses have been given. 
In continuing treatment, most physicians have decided 
the particular day’s maintenance dose according to the 
prothrombin value (given in seconds, percentages, or 
prothrombin index) which has been determined the same 
morning. Some authors have divided the prothrombin 
scale schematically into intervals and recommend definite 
doses for each interval: the lower the prothrombin 
value the smaller the dose. Usually, in schedules outlined, 
no consideration is given to whether the prothrombin 
value is tending to rise or to fall. In other words, the dosage 
is determined only from the day’s prothrombin value 
without regard to previous days’ values. As a guide for 
other workers dosage schedules like these have little 
value. Dosage schedules based on the prothrombin 
time (in seconds) or on the prothrombin indices are 
valueless unless one uses not only the same method but 
also the same type of thromboplastin as the originator. 
The relation between a given prothrombin time (or 
prothrombin index) and the prothrombin value, expressed 
28 a percentage of normal, depends not only on the 
activity of the thromboplastin but also on the type of 
thromboplastin used (Owren 1947, 1949). 

The varying nomenclature and methods and the many 
different dosage schedules have created uncertainty 
about the administration of dicoumarol. Those seeking 
information can easily become confused and may overlook 
the important basic point of the treatment. I propose 
to state here the most important principles of dicoumarol 
treatment and to describe a rational maintenance dosage 
originally introduced in Norway by P. A. Owren. 

To assure the rational administration of dicoumaro! 
three conditions are necessary : 


(1) An exact and quick method of estimating prothrombin. 
and a laboratory with the necessary equipment and a staff 
familiar with the method. 

(2) The physician who determines the dosage must have 
theoretical knowledge and preferably also practical experience 
of the effect of dicoumarol on man. 


(3) Quick and dependable contact between laboratory, 
administering physician, and patient. 
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DETERMINATION OF PROTHROMBIN 


Many different methods have been used. Three main 
methods are here briefly discussed. 

Quick’s (1945) one-stage method and later modifica- 
tions thereof (Link-Shapiro, and others) have been most 
commonly used. Theoretically one can argue against 
this method that the results depend not only on the 
amount of prothrombin in the plasma but also on the 
amount of proaccelerin and proconvertin (Owren 1947, 
1951). When the method is used as guidance for dicou- 
marol treatment, this will not have any important 
bearing on its dependability, because the concentration 
of proaccelerin is on the whole hardly influenced by 
dicoumarol (Owren 1950, Bjerkelund 1950), and the 
concentration of proconvertin largely follows that of 
prothrombin during the treatment (Owren 1950, Owren 
and Aas 1951). 

The values found by Quick’s method are usually given 
as prothrombin time in seconds or as prothrombin index. 
For the reasons mentioned above this is unfortunate and 
has caused much confusion. A great deal would be 
gained if everyone, at least in medical papers, could give 
the prothrombin value as a percentage of the normal. 
This would make it possible to compare and assess 
methods and results, which at present is difficult or 
impossible. Further, in the Quick method the pro- 
thrombin time can be converted to prothrombin percen- 
tage by the use of a normal curve. The most correct 
normal curve is constructed by dilution of normal plasma 
with prothrombin-free human plasma. From this the 
prothrombin time in different dilutions from 100% down 
to 10% is decided (Wright and Foley 1947, and others). 
The curve is logarithmic. 

The two-stage method originated by Warner et al. 
(1936) and later modified by Owren (1947), Ware and 
Seegers (1949), and others has been generally found too 
complicated for clinical use, though it is used by a few 
laboratories. No further mention will be made of it here. 

The most practical and dependable method for clinical 
use is without doubt Owren’s one-stage method (Owren 
1947, 1949). In contrast to Quick’s method, the varia- 
tions in the concentration of proaccelerin have no influ- 
ence here. Though Owren’s method was at first described 
as a specific method of prothrombin estimation, later 
investigations (Owren and Aas 1951) showed that in its 
original form the method is in reality a combined deter- 
mination of prothrombin and the new factor proconvertin 
(‘‘ P and P method ’’). As mentioned above, proconvertin 
under dicoumarol treatment largely follows prothrombin ; 
the method is therefore ideally suited to the control of 
dicoumarol treatment and is steadily gaining favour. 
For details of the method the reader is referred to the 
above-mentioned papers. 
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EFFECT OF DICOUMAROL ON MAN 


The main effects of dicoumarol on man are demon- 
strated by a clinical experiment illustrated in fig. 1 
(Bjerkelund 1950). This shows the fall in the prothrombin 
value of 10 normal persons who received 375 mg. 
dicoumarol orally. It also shows that : (1) the sensitivity 
to dicoumarol varies greatly from person to person ; 
(2) the effect appears relatively late, the maximum being 
first seen after 36-72 hours; and (3) dicoumarol has a 
long-lasting effect, a dose of 375 mg. lasting in some 
people up to eight days. These three properties of 
dicoumarol are most important when it is used thera- 


.peutically, and they must be kept in mind in determining 


the dosage. 

When dicoumarol treatment is to be started, one can 
seldom predict whether the patient is sensitive or 
resistant to it. The body-weight is no guide, for there is 
no definite relation between the weight and the requisite 
dose. The patient’s age and general condition may give 
a hint, because older patients and patients in poor general 
condition are more sensitive than younger and more 
robust persons ; but even this cannot be depended on ; 
nor has the patient’s initial prothrombin value any 
constant relation to his tolerance of dicoumarol, 

That liver disease diminishes the tolerance towards 
dicoumarol is well known. It has also been shown that 
the onset of acute hepatitis during prolonged treatment 
with dicoumarol greatly increases the sensitivity ; hence 
the maintenance dose must be reduced to a fraction 
of the original dose (Bjerkelund 1951). In_ liver 
disease, however, dicoumarol treatment is usually not 
indicated. 

In practice it is therefore wisest to assume that one 
cannot foretell a patient’s resistance toward dicoumarol. 
Consequently there is no reason to vary the initial dosage 
for different patients. On the contrary, there are grounds 
for using fixed initial dosage, because after two or three 
days the effect of the initial dosage will give the first 
indication of the patient’s tolerance. 

We have found that 250 mg. on the first day and 
125 mg. on the second day are suitable initial doses, if 
the treatment is started in the morning. 200 mg. is given 
if the treatment is started in the afternoon or evening, 
and 100 mg. is given next morning, because the doses 
will be closer to one another. (The patients treated in 
the medical departments at Oslo Municipal Hospital are 
for the most part older patients with heart ailments. In 
departments with younger patients, it would, perhaps, 
be advisable to give somewhat larger initial doses.) 
Blood for prothrombin estimation is always taken before 
giving the first dose of dicoumarol. The blood can be 
examined later with other samples. This is permissible 
with Owren’s method, since the ox plasma used in this 
method contains a surplus of labile proaccel- 
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erin. It is essential to have the patient’s 
prothrombin value registered before treatment 
is started, because it gives the initial point of 
the prothrombin curve, which is our most 
important guide during treatment. 

The importance of charting the prothrombin 
values and the dicoumarol doses for each 
patient under treatment cannot be exag- 
gerated. If one has once become accustomed 
to determining dicoumarol dosage by means of 
such @ curve one cannot imagine doing it 
in any other way. The curve gives us at once 
a picture of how the day’s prothrombin value 
compares with the previous ones. We can 
see the effect of the previous days’ doses of 


DAYS 
Fig. |\—Effects of dicoumarol 375 mg. on ten healthy persons, showing (1) sensitivity to One must strongly emphasise that it is not 


dicoumarol varies widely, (2) maximal effect develops late, and (3) effect is prolonged. 


dicoumarol, and can decide whether they 
have been sufficient, too small, or too large. 
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Fig. 2—Adjustment of dosage of dicoumarol according to effect on 
prothrombin in a man, aged 73, with coronary thrombosis and 
moderately resistant to dicoumarol. 


previous doses of dicoumarol that we see on the curve 
because of the prolonged cumulative effect of dicoumarol. 
What we aim at with the dosage is to reduce the 
prothrombin value as quickly as possible to the thera- 
peutic range, which seems to lie between 10% and 30%. 
The next step is to learn the patient’s tolerance towards 
dicoumarol—in other words, to establish the daily 
maintenance dose needed to keep the prothrombin value 
as nearly constant as possible in the therapeutic range. 
Experience shows that the daily maintenance dose can 
vary from about 20 mg. to about 150 mg. We can obtain 
the first impression of the patient’s requirement of 
dicoumarol by studying the effect of the initial dose 
after two or three days, as already mentioned. If the 
prothrombin value diminishes rapidly and extensively 
it indicates that the patient is relatively sensitive. If 
the effect is slow and weak, one can count on the patient 
being resistant. As one continues the dosage, the curve 
will constantly show the effect of the doses which have 
already been given. The practical method of determining 
the dosage can be most easily understood from illustrative 
cases in which the adjustments of the dosage were based 
on fluctuations in the curves. 

Fig. 2 shows the progress of the treatment of a moderately 
resistant patient. The prothrombin value fell evenly to the 
therapeutic range and the correct maintenance dosage was 
quickly reached. 

Figs. 3 and 4 are from two patients, one moderately sensitive 
and the other very sensitive. The prothrombin values of 
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Fig. 3—Adjustment of dosage of dicoumarol according to effect on 
prothrombin in woman, aged 66, with thrombosis of a femoral vein 
and moderately sensitive to dicoumarol. 


both fell rapidly to the therapeutic range. In the first patient 
(fig. 3) the dose was therefore omitted on the fourth day, and 
during the rest of the course the prothrombin value was kept 
in the therapeutic range with daily doses varying between 
37 mg. and 50 mg. In the second patient (fig. 4) the prothrombin 
value fell (in spite of small doses on the third, fourth, and 
fifth days) to 6%, but climbed above 10% when dicoumarol 
was withheld for a couple of days. After small doses of 
37-50 mg. daily for five days the prothrombin value again 
fell (to 3%) and it remained too low for eight days in 
spite of intravenous vitamin K. No complications were 
observed. 

Fig. 5 shows the course in a very resistant patient. With 
the usual initial doses, the prothrombin value had decreased 
very little at the end of the first three days. During the next 
ten days very large doses, 125-200 mg., were given daily, and 
the prothrombin value fell relatively slowly to the therapeute 
range, taking about a fortnight to get below 20%. As the 
prothrombin value continued to fall, the dosage was reduced 
moderately for a few days. But even that reduction caused the 
prothrombin value to climb to 459%; so the dosage was 
increased again. 

Fig. 6 shows the secondary rise of the prothrombin value 
which often takes place after the effect of the initial dose 
has ceased, when the subsequent dosage has been reduced 
too much. Increased dosage on the sixth day brought the 
prothrombin value down to the therapeutic range, where it 
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Fig. 4—Adjustment of dosage of dicoumarol according to effect on 
prothrombin in a man, aged 75, with coronary thrombosis and very 
itive to di ‘ol. 


was kept fairly constant by continued slight adjustment of 
the dosage. 

Fig. 7 illustrates another phase. A patient with myocardial 
infarction, who was at first moderately sensitive to dicoumarol, 
had his prothrombin value kept down to about 10% with 
50 mg. of dicoumarol daily. Thereafter his resistance to 
dicoumarol increased, and the maintenance dosage had to be 
more than doubled to produce the same effect. At the time 
when small doses were sufficient to keep the prothrombin 
value down this patient was in a state of shock. When he 
started to recover and his general condition improved, his 
resistance increased. Such an increase of resistance is common 
in heart patients, especially those with myocardial infarction, 
when their condition improves. 

Fig. 8 shows how doses of dicoumarol should not be given. 
The doses from day to day vary too much. This is a very 
common mistake which is easily made when the dosage is 
based only on the current prothrombin value and not on the 
shape of the curve, 


It is clear from figs. 2-8 that the dosage of dicoumarol 
must be based on the previous shape of the prothrombin 
curve. A rise or a fall in the curve must at once be met 
by an increase or a decrease of the dosage. The closer 
one approaches the ideal maintenance dosage for the 
patient, the smaller will be the variation in doses from 
day to day. 
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Fig. 5—Adj t of dosage of di ‘ol according to effect on 
prothrombin in a man, aged 54, with coronary thrombosis and very 
i to di ol. 


By immediately making small adjustments in the 
dosage in keeping with minor fluctuations in the pro- 
thrombin curve, the prothrombin value will be kept as 
near constant as possible. If one waits for the next 
laboratory report before adjusting the dosage, one will 
often find that meanwhile the prothrombin value has 
risen far above the therapeutic range. This means that 
a much larger dose must be given, and there will be a 
delay in reaching the maintenance dosage required to 
produce a stable prothrombin value. 

For this reason it is essential for the dose of dicoumarol 
in each tablet to be small. In Norway tablets of 25 mg. 
of dicoumarol are used. Even with these small tablets 
it will usually be impossible to reach a constant pro- 
thrombin value with a definite number of whole tablets 
each day ; often the tablets have to be broken. Variations 
of 10-20 mg. weekly in the dosage can prove sufficient 
to change the prothrombin curve. This matter is more 
fully explained below, in the discussion of long-continued 
treatment. 


CONTACT BETWEEN LABORATORY, PHYSICIAN, AND 
PATIENT 


Quick and dependable contact between laboratory, 
physician, and patient is essential. Figs. 2-8 show that 
the prothrombin value is not estimated daily, as has been 
usual in most hospitals in the past, but at intervals of 
two or three days. In practice this has proved fully 
sufficient in view of the long-lasting effect of dicoumarol 
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Fig. 6—Secondary rise of prothrombin value owing We esti- 
to too great a reduction of dicoummarol dosage after mate the 
initial dose, and subsequent adjustment of dosage 
to keep prothrombin value in therapeutic range in prothrom- 
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three times weekly—on Monday, Wednesday, and Fri- 
day. As soon as the laboratory results are to hand, each 
patient’s curve is brought up to date. From the curve, 
the physician determines the dosage for the two or three 
following days. The dosage is marked on each patient’s 
diagram and at the same time entered in ward books for 
the nurse who gives out medicines each morning. Some- 
times, as a result of an increase in prothrombin values, 
it is desirable to give a patient an extra dose on the same 
day, besides the one he has already received. In such 
cases the physician gives a direct order to the nurse 
on duty. 

The system here outlined has proved very satisfactory 
in practice. It is a great advantage if one can limit the 
determination of prothrombin to three times weekly. 


LONG-CONTINUED TREATMENT OF AMBULANT 
OUTPATIENTS 


Today no article about dicoumarol dosage is complete 
without mentioning the question of continued treatment 
of ambulant patients after they have left hospital. In 
the past two years, in our department of Oslo Municipal 
Hospital, we have given such treatment to many patients 
with (1) coronary thrombosis and myocardial infarction, 
(2) mitral-valve stenosis with auricular fibrillation and 
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Fig. 7—Moderate sensitivity followed by increased resistance to 
dicoumarol in a man, aged 49, with myocardial infarction when he 
began to improve. 


a tendency towards embolism, and (3) thrombo-embolic 
episodes from other causes. It has proved possible to 
give adequate dicoumarol treatment to ambulant out- 
patients with estimation of the prothrombin values 
every week or fortnight. Usually the prothrombin values 
ought to be estimated weekly from four to eight weeks 
after the patient’s discharge from hospital; later every 
fortnight will suffice in most cases. It is an advantage to 
be able to start the treatment while the patient is in 
hospital, so that the correct maintenance dosage can be 
reached before he is discharged. On the other hand, there 
is no objection to starting treatment on outpatients 
provided that the prothrombin value is estimated and 
charted every second or third day until the suitable 
maintenance dosage has been discovered. 

Fig. 9 shows the treatment administered, with estima- 
tion of the prothrombin value every fortnight for a year 
in a patient with coronary thrombosis. Throughout that 
time the prothrombin value remained in the optimum 
therapeutic range, with only small fluctuations up to 
10%. These minor fluctuations must at once be met with 
an adjustment in the dose, if the best therapeutic effect 
is to be maintained. The figure shows clearly that an 
increase or decrease of 25-50 mg. at the fortnightly 
adjustment of dosage is sufficient to effect the desirable 
change in the prothrombin curve. If one could give addi- 
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Fig. 8—Wrong way of adjusting dosage of 
make any great 


dicoumarol—on current prothrombin 
change in dosage value instead of previous shape of pro- 
because of the thrombin curve—in a man, aged 69, with 
patient’s tolerance phlebitis. 

having increased 

or decreased ; but it will sometimes be desirable or neces- 
sary to have an extra estimation made, especially if the 
prothrombin value has decreased too much. As a rule 
one estimation a week will even then be sufficient. 

The adjustment of dosage in ambulant outpatients 
with infrequent estimations of the prothrombin value is 
much more a matter of experience than in the treatment 
of inpatients. It can only be learnt by trial and error. 
It is essential to have a diagram with a constant scale for 
showing the variations in prothrombin values in relation 
to time intervals, so as to assess the effect of a change in 
dosage. It is also of the utmost importance to make 
sure that patients really take the dose prescribed for 
them : even the most intelligent patient can be forgetful. 
I have therefore made it a rule that each patient receives 
a written dosage schedule, covering each day of the 
period between two estimations of prothrombin. After 
taking each day’s dose the patient is required to cross 
off the dose. If he forgets to take his daily dose, the fact 
will be shown on his schedule and will be noticed. 
Unfortunate consequences can then be avoided. By 
taking these precautions effective treatment can be given 
to _— all ambulant patients without incurring any 
risk. 

Experience has further shown that it is difficult to 
achieve a stable maintenance dosage and an even pro- 
thrombin curve in heart-failure. This is probably caused 
by variations in the degree of congestion in the liver, 
involving variations in the synthesis of prothrombin, 
and leading to fluctuations in tolerance of dicoumarol. 
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It is a good rule to make patients aware of the danger 
of hemorrhages, and to advise them to report to their 
physician immediately if they should observe hematuria, 
epistaxis, blood in the stools, or ecchymoses in the skin 
and mucosze without traumatic cause. 

The only complication of any importance from 
dicoumarol treatment is hemorrhage, and it is rare 
when one uses a dependable method for the estima- 
tion of prothrombin and administers the dicoumarol 
according to the above-mentioned principles. In the 
hospital treatment of 522 patients in Oslo Municipal 
Hospital not a single serious hemorrhage was observed. 
Slight hemorrhages, such as hematuria, epistaxis, 
bleeding hemorrhoids, and streaks of blood in the sputum, 
all of short duration, were seen in 8 patients. In one of 
these patients (bleeding hamorrhoids) the hemorrhage 
was thought serious enough to need a blood-transfusion, 
particularly as the patient had recently had coronary 
thrombosis. In the 7 other cases it was sufficient to give 
vitamin K intravenously and to withhold dicoumarol fora 
while. Among 107 ambulant patients treated for periods 
varying between one and twenty-six months no serious 
hemorrhage was observed. One patient had an epistaxis 
which required tamponage. Another, a man aged 70, had 
a muscular hematoma in the right thigh after a long walk. 
In the epistaxis case the prothrombin value had remained 
low (8-9%) for a fortnight before the hemorrhage took 
place. In the hematoma case the prothrombin value 
was 15%, and possibly a slight traumatic episode 
was partly responsible. Both patients have since 
continued to receive dicoumarol treatment without 
complication. 

Vomiting can sometimes be a hindrance in adminis- 
tering the initial dose, particularly where patients feel 
nauseated and vomit before receiving treatment, as is 
often the case in coronary thrombosis. In such instances 
it is advisable not to administer the whole initial dose 
(10 tablets) at once but to give it in smaller portions 
during the day. 

From what has been said above it is evident that one 
cannot schematically specify a universal dosage of 
dicoumarol, even where patients have the same pro- 
thrombin value. The dicoumarol dosage must vary from 
one patient to another according to the shape of the 
prothrombin curve. The only dosage which can be 
universal is the initial dosage, by which is meant the 
first and second days’ doses. The advantage of this has 
been stated above but is worth repeating : it takes some 
time from the administration of the initial dose until 
full therapeutic effect is achieved. The longest time is 
required in resistant patients, in whom the given initial 
doses are too small to decrease the prothrombin value 
to the therapeutic range. Continued heavy doses during 
the following days may be necessary (see fig. 5). Despite 
this, a substantial number of days can often pass before 
one achieves full therapeutic effect. Out of 
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regard to sensitive patients it would be 
inadvisable to increase the size of the initial 
dosage much beyond that mentioned above. 
In all cases where one wishes to obtain the 
quickest possible effect one ought to begin 
treatment with heparin and dicoumarol 
together. The heparin treatment must 
then be continued until the prothrombin 
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Fig. 9—A” year’s ‘treatment of an ‘ambulant outpatient, aged 47, with coronary thrombo-embolic conditions considered 
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DISCUSSION 


It should be evident from the reasons given above 
that maintenance dosage is more desirable than inter- 
mittent dosage because (1) it is more logical ; (2) experi- 
ence has proved it to be a practical and adequate method 
of administering dicoumarol in hospitals; and (3) it 
has made possible a safe and effective treatment for 
ambulant outpatients. It is therefore difficult to under- 
stand why Shapiro and Weiner (1951) advocate inter- 
mittent dosage. Despite their great experience their 
arguments in this connection do not seem sound. 

They demonstrate in a diagram the treatment of one patient 
with intermittent doses. Three doses are given with ten-day 
intervals, the first 600 mg. and the second and third 400 mg. 
each. They claim to have obtained satisfactory results with 
these doses. (The fluctuations of the prothrombin values 
seen in the diagram cannot be ascertained by the reader, 
for the values are not given in percentages of the normal.) 
In order to compare the two methods of administration, the 
patient then receives 50 mg. daily for five days (equalling 
500 mg. with ten-day intervals) as a maintenance dosage. 
(No large initial dose which could bring the prothrombin value 
to the therapeutic range is given.) As the mentioned main- 
tenance dosage is insufficient to decrease the prothrombin 
value satisfactorily, Shapiro and Weiner administer 100 mg. 
daily on the following four days ; in fact they double the dose. 
The prothrombin value then decreases after a couple of days 
to @ dangerously low level. I have shown here how even 
minor changes in the dosage can increase or decrease the 
prothrombin value considerably. It is therefore not surprising 
that doubling the dose has the effect already mentioned. If 
the same principle were used for intermittent dosage, Shapiro 
and Weiner would certainly also have produced very low 
prothrombin values by suddenly administering double doses 
with the same time interval. 

It seems clear that intermittent dosage is entirely 
unsuitable for treating ambulant patients with infrequent 
estimations of prothrombin. 


CONCLUSION AND SUMMARY 

One must conclude that at present there is only 
one rational method of giving dicoumarol—namely, 
maintenance dosage. 

For this purpose an exact and dependable method of 
estimating prothrombin is necessary. Owren’s method 
is especially recommended. 

It must be kept in mind that the effect of dicoumarol 
appears slowly, lasts long, and varies greatly between one 
patient and another (fig. 1). 

The same initial dosage (250 mg. on the first day and 
125 mg. on the second day) may be used for all patients. 
The effect of the initial dosage is seen after two or three 
days and gives the first indication of the patient’s 
tolerance, Thereafter the dosage should be adjusted 
according to the shape of the curve of prothrombin 
values (not the current prothrombin value). Large 
variations in the dosage from day to day should be 
avoided as much as possible while trying to reach the 
correct maintenance do 

Dependable contact between laboratory, physician, and 
patient is essential. 

The dicoumarol dosage should be adjusted immediately 
even to minor fluctuations, not only in treating hospital 
inpatients but also in treating ambulant outpatients with 
infrequent estimations of prothrombin. An increase or 
decrease equalling 2-4 mg. a day is often enough to 
provoke a distinct fall or rise in the prothrombin curve 
after 8-14 days. 

If an immediate anticoagulant effect is desired, 
heparin should be used with dicoumaro] until the pro- 
thrombin value has reached the therapeutic range. 
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HYDATID DISEASE 


SEROLOGICAL REACTIONS WITH 
STANDARDISED REAGENTS 
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From the Central Public Health Laboratory, Colindale 


HypatTib disease is not generally considered to be a 
common condition in this country ; but the fact that the 
Central Public Health Laboratory has issued during 
the last two years more than 600 doses of antigen for the 
intracutaneous or Casoni test suggests that the possibility 
of the disease is not infrequently considered when there 
is radiological evidence of a mass in the thorax or abdo- 
men. Doubtless the test is often undertaken as a routine 
exclusion test ; for in only 90 of these cases was informa- 
tion and/or material obtained for additional investigation. 
Of these, 28 were reported as having a completely nega- 
tive Casoni reaction and adequate information was given 
for regarding the condition as other than hydatid disease. 
The remaining 62 cases were fully investigated, comple- 
ment-fixation reactions were performed, and the final 
diagnosis was supported by the results of surgical 
procedures, 

The usual definitive host of the Echinococcus granulosus 
is the dog, and the intermediate hosts are commonly 
cattle and sheep, although other mammals, including 
man, may serve. Dogs whose feeding is uncontrolled, 
and particularly farm dogs which may have access to 
local slaughterhouses, are more liable to harbour this 
tapeworm. Farmland in and around the farm may be 
heavily contaminated with egg-laden faces, and the coats 
of all animals lying or rolling on such contaminated 
ground will be likely to pick up ova. People handling 
these animals may readily transfer the ova to their 
fingers, and unless a high standard of personal hygiene 
is maintained it is not difficult for the ova to gain 
entrance to the alimentary canal and set up an infection 
by the liberated embryo migrating to some organ or >. 
tissue where the hydatid can develop fully. This indirect 
route is generally regarded as a commoner way for 
human infections to be contracted than by direct contact 
with an infected dog. 

A large proportion of the cases of hydatid disease seen 
in this country appear, from their history, to have been 
contracted overseas; but a significant number can be 
traced to South Wales. Wolfe (1943) found that 0-5% 
of the sheep killed in one slaughterhouse in Cardiff were 
infected with hydatid cysts. Among the 62 cases investi- 
gated in our series there were 42 cases of proved hydatid 
disease, and one-quarter of the patients lived in Wales, 
while nearly half had spent periods of their life in the 

Middle or Far East. 
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dermal test have both been employed for more than forty 
years to assist in the diagnosis of hydatid disease. While 
the usefulness of the two tests has been generally 
acknowledged, and one or other or both much used in 
other countries, there is little in the literature to show 
that, outside Australia, the careful work of Hamilton 
Fairley (1922) is fully appreciated. Certainly in this 
country, as far as can be ascertained, the importance of 
using standard reagents does not seem to be generally 
accepted. 

This communication is intended to redirect attention 
to the need for standardisation of the reagents for both 
the hydatid complement-fixation and the intradermal 
tests and to demonstrate their enhanced value (admittedly 
in a small number of cases) in primary diagnosis, when 
an accurate ‘‘ standardised ”’ technique is followed. 


COMPLEMENT-FIXATION REACTION 


Bordet and Gengou (1901) showed that when a 
suspension of Pasteurella pestis reacted with a plague 
antiserum in the presence of complement there was com- 
plete fixation of this latter substance. This complement- 
fixation reaction was first known as the Bordet-Gengou 
phenomenon. Further experiments demonstrated the 
specificity of the reaction and that other bacterial 
antigens and their homologous antisera fix complement 
in the same way. The specificity was rated very high 
and the test was employed by Bordet and Gengou in 
1906 as the final proof of the authenticity of Haemophilus 
pertussis (Bordet-Gengou bacillus) as the causal agent of 
whooping-cough. 

Later observations by Gengou (1902) showed that the 
sera Of animals immunised with dissolved protein, when 
brought together with their specific antigens, likewise 
formed combinations which fixed complement, and this 
led to a much wider application of the test. During 
the same year that Wassermann, Neisser, and Bruck 
(1906) produced their classical paper on the serological 
diagnosis of syphilis, the application of the Bordet- 
Gengou phenomenon to the diagnosis of hydatid 
disease was described by Ghedini (1906). The most 
important of the early studies were, however, under- 
taken by Weinberg (Weinberg and Parvu 1908, 
Weinberg 1909), and today the hydatid complement- 
fixation test is frequently referred to as the Ghedini- 
Weinberg reaction. Although there are several references 
in the literature to the varying fixing powers of the 
different hydatid fluids as antigens—particularly by 
Sonntag (1913)—opinions differ widely about this 
variation. It was not until Hamilton Fairley (1922) 
showed that the specific antigen in a hydatid fluid was 
derived from the developing embryo, and that the 
potency of an antigen was related to the number of 
scolices present in the cyst from which the antigen was 
prepared, that any progress was made towards standard- 
isation of the test. Relying on this method of assessment, 
Fairley found that fluids rich in scolices regularly proved 
to be good antigens for the complement-fixation test. 
Pooled fluids of this sort from several cysts, handled with 
aseptic precautions, gave very consistent results. Fairley 
preferred to use the clear supernatant from fairly 
fresh fluids without filtration or the addition of 
preservative. 

Although the use of fresh sheep hydatid fluid is 
feasible in areas where the disease is endemic and sheep 
infestation heavy, it cannot be relied on in this country 
where hydatid cysts are not commonly found in sheep. 
Dried extracts of scolices have proved satisfactory ; but 
there are always difficulties in using dried antigens 
for quantitative complement-fixation work, where the 
batches of sera to be examined at any one time are 
relatively small. A number of workers in the past used 
phenol as a preservative for the fluid hydatid antigen, but 
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properties of such material. Hamilton Fairley (1922) 
reported his preference for unpreserved antigens, but 
other workers have found merthiolate 1 in 10,000 to 
be satisfactory. 

Experience had shown us that the complement-fixing 
antibody-titre of human sera from patients suffering 
from hydatid disease remain unaltered over very long 
periods provided they are sterile and maintained at 
+4°C. It was decided therefore to attempt to standardise 
the test by employing a standard serum to titrate hydatid 
antigens and to repeat these tests at regular intervals to 
assess their stability over long periods. It was also 
decided to investigate the possibility of immunising 
suitable animals for the production of a standard serum 
instead of having to rely on the chance availability of 
satisfactory human serum. We were fortunate enough to 
obtain a fair amount of human serum from a case of 
hydatid disease which possessed strong complement- 
fixing properties; this was adopted as the provisional 
standard serum, and through the kindness of Dr. Hilda 
Gardner, of the Royal Melbourne Hospital, we received a 
generous supply of a very good sheep antigen preserved 
with 1 in 10,000 merthiolate. 

Preliminary tests showed that this antigen in the 
undiluted state did not by itself fix complement, and 
that its optimum dilution for the test was 1 in 4 when 
the provisional standard gave complete fixation of 
complement up to a dilution of 1 in 64. 

The technique adopted and maintained unchanged 
since was as follows : 


All reagents were used in unit volumes of 0-25 ml. All sera, 
including standard, negative controls, and test specimens, 
were inactivated and set out in doubling dilutions from 1 in 2 
to 1 in 128. Antigen, diluted 1 in 4, and 2!/, doses of comple- 
ment, were added successively to each tube. After thorough 
mixing, fixation was allowed to proceed for eighteen hours 
at +4°C. After standing at room-temperature for one hour 
the hemolytic system (5% washed sheep cells plus 5 doses of 
hemolytic amboceptor) was added. The racks were incubated 
at 37°C for thirty minutes and preliminary readings were 
taken. The racks were returned to the _ refrigerator 
before the final readings on the degree of hemolysis were 
recorded. 


Notation: Complete fixation .. ttt 
50% .. + 


An arbitrary standard was thus set up for the hydatid 
complement-fixation test, both for the technique itself 
and the reagents employed in the test. It was decided 
that the serum should be the standardising agent and 
that no-antigen should be used which when diluted 1 in 4 
for the test did not give full fixation of complement with 
the standard serum at a dilution previously determined, 
and which did not in undiluted form by itself fix comple- 
ment or react with sera from patients not suffering from 
hydatid disease. 

It is now almost two years since we adopted this 
technique and over this period batches of patients’ sera 
have been examined at approximately fortnightly 
intervals. In these tests the standard serum has always 
been included as a check on the potency of the antigen 
employed. The original antigen has been used throughout 
the series reported, but a number of other satisfactory 
antigens have been used in parallel with it as additional 
controls. 

Our previous experience regarding the stability of the 
complement-fixing antibodies in human sera stored at 
+4°C over long periods has been confirmed. The titres 
of a number of positive sera have now been tested at 
intervals over a year under controlled conditions and 
have been found to be unchanged. 

Other workers have explored the possibility of immu- 
nising animals for the preparation of hydatid complement- 
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TABLE I—-COMPLEMENT-FIXING TITRES OF CYST FLUIDS~ 


Standard serum dilution 

Antigen 
2 4 8 | 16 32 64 128 
Sheep j+++)/ +++] - 
+++] +++) +++] ++ - - 
H +++] +4 + ~ 
” Ir ht +) + ++ = 


< 


fixing antibody, and Hiles (1926) reported that horses 
and rabbits were unsatisfactory. We ourselves have 
examined the sera of horses with hydatid infestation 
and have not found any significant complement-fixing 
antibody ; but we have not attempted to immunise these 
animals with suspensions of scolices. Our experience with 
rabbits has confirmed Hiles’s (1926) findings that a high 
proportion of the sera from uninoculated rabbits con- 
tained some natural substance which in the presence of 
hydatid antigen fixed complement. 

Guineapigs, although not convenient animals for the 
preparation of large amounts of immune serum, proved 
to be suitable. A batch of selected guineapigs was 
therefore given a series of injections of a suspension of 
ground-up scolices from a fresh hydatid fluid and then 
bled out. The sera were tested individually and without 
exception found to have reasonably high titres of comple- 
ment-fixing antibody. They were later pooled for final 
testing and use as a standard serum. 

Attention has already been drawn to the method of 
assessment of antigenic potency employed by Hamilton 
Fairley (1922) and the consistent results he reported in 
comparative tests on pooled sheep-cyst fluids xich in 
scolices. While this may be true with large pools of 
sheep’s fluid, we have not found that individual cyst 
fluids from either ovine or human sources give such 
consistent results. Table 1 shows the complement-fixing 
titres of a number of fluids (all of which appeared to be 
equally rich in scolices) when examined with the same 
standard serum. 

Fluids deficient in scolices, however, were consistently 
poor as antigens. Two fluids from horses, one from a 
sheep, and one from a human source failed to fix comple- 
ment with the standard serum diluted more than 1 in 2, 
and several human fluids have proved to have very low 
antigen content. 


TABLE II—ANALYSIS OF 62 CONSECUTIVE CASES OF SUSPECTED 
OR KNOWN HYDATID DISEASE IN WHICH THE FINAL DIAG- 
NOSIS WAS CONFIRMED BY EXAMINATION OF THE CYST FLUID 
OR BY SURGICAL OPERATION 


: | Zo 
| and’| Only | Only 
Type of case = | skin | C.F.T. teat 
| vest | post-| |S 
tive | ‘tive | QA 
Primary uncomplicated cyst of 
liver— 
Before operation 18 3 1 
1 year or more after operation. . 4 1 2 0 1t 
Cyst of lung— 
Before operation be eae 6 6 0 0 0 
1 year or more after operation. . 7 7 0 0 0 
Mesenteric cysts— 
After operation .. a y 1 1 0 0 0 
Bone— 
After operation .. pe % 1 1t 0 0 0 
Suspected hydatid proved at opera- 
tion to be due to other causes.. | 20 0 0 0 20 


C.F.T. = complement-fixation test. 

*No antigen found in cyst fluid. 

tBoth skin test and c.F.T. positive 18 months previously. 

tc.F.T. + + 1in 64; Casoni positive with one antigen, negative with 
2 others. 
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INTRACUTANEOUS TEST 

The history of the intracutaneous test for hydatid 
disease, introduced by Casoni in 1911, is very similar to 
that of the complement-fixation test in regard to the 
varying opinions as to its reliability. 

The variation in the potency of different hydatid 
fluids was recognised, but the reason for this was not 
appreciated until Hamilton Fairley (1922) showed that 
the antigen was derived from the scolices. The potency 
of the Casoni fluid prepared by Kellaway and K. D. 
Fairley (1932) was assured by using hydatid fluid from 
uncomplicated sheep cysts rich in scolices and then by 
extensive comparative clinical trials in selected patients. 
This method of standardisation is still undertaken by the 
workers at the Royal Melbourne Hospital, Australia. 
In this country it has not been easy to follow this practice, 
owing to the difficulty of obtaining satisfactory supplies 
of sheep antigen. Kellaway and Fairley indicated that 
human antigens were less satisfactory than those from 
sheep, and Grajia (1945), in an extensive review of the 
literature, expressed the same opinion. They may well 
be right ; indeed one or two human fluids in our series 
which proved to be equal to the standard antigen in the 


TABLE UI—COMPLEMENT-FIXATION AND SKIN TESTS, CASE OF 
UNCOMPLICATED CYST OF LIVER 


| 
Antigen | Serum | C.F.T. result 
Standard | Standard | lin 64 
Standard | Patient’s lin 16 
Standard lin 64 


Patient’s 


Skin test : weak positive. 


complement-fixation test were found to be less sensitive 
in the skin test. Nevertheless it has been possible to 
obtain some human fluids which, both by the comple- 
ment-fixation test and by parallel skin tests in suitable 
patients, have been found to be the equal of the standard 
sheep fluid. 

In this country most readings of Casoni reactions are, 
of necessity, undertaken by different observers ; and this 
makes it difficult to give comparable values to the records 
received, even when careful measurements of the skin 
reactions are taken. Using three antigens of the same 
potency, when asse&sed as complement-fixing reagents, 
there has been appreciable variation in the results of the 
parallel skin tests as recorded by different observers. 

The difficulty of obtaining consistent results in the 
reading of any skin sensitivity tests by different observers, 
even when it is feasible to standardise a large batch of 
the antigen with a fair degree of aecuracy, has been made 
clear in the recent report of an M.R.C. National Tuber- 
culin Survey (Medical Research Council 1952). In the 
case of the Casoni test, where the supply of any one 
batch of antigen may be strictly limited, the difficulties 
are even greater, more especially when the only ancillary 
laboratory test depends on an antigen-antibody reaction 
which may not represent exactly the same complex as 
those involved in the intradermal reaction. 


On 5 occasions, in which the complement-fixation reactions 
were positive in serum dilutions of 1 in 16 or more, the 
patients were skin-tested with two different antigens. The 
two antigens appeared to be equally potent when examined 
with the standard serum for complement-fixing antibodies, 
yet in each case only one gave a definite positive skin reaction. 
In 4 cases antigen 1 was superior but in the 5th case antigen 1 
was reported to be the one giving the positive reaction. 

In comparing the value of the intradermal test with 
the complement-fixation test in hydatid disease we have, 
in table m1, included only those cases in which the records 
and clinical histories have been reasonably complete and 
in which both tests were performed. During the period 
there were 4 cases reported as having negative skin reac- 
tions in which a hydatid cyst was found at operation. 
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TABLE V—RESULTS OF SERIAL TESTS IN THREE PATIENTS AFTER REMOVAL OF CYSTS 
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Complement-fixation result in serum dilutions 


| 
Clinical condition | Date | 
2 4 


| | Remarks 


8 16 | 32 | 64 | 128 | 
| | 
Liver and lung .. 1945 Strong positive : titre unknown Cyst removed from liver 
Dec. 5, 1950 | : | - - | _ — | Casoni+ ? recurrence 
Feb. 12, 1952 +++] ++ + Definite recurrence. Cyst found in lung. 
| | | | Casoni + + 
+++) | ++ + + No symptoms. Casoni + 
+ + + + = ~ | - - No signs or symptoms 
Liver ac. 5, 19% +++) 4+4++ + + + - Cyst removed 
Feb. 1: 1952 | = No symptoms or signs 
| 


These have been omitted from the table because the 
fluid itself had not been examined for scolices and anti- 
genicity, and the blood-serum had not been examined 
for complement-fixing antibodies. 

Of 49 patients examined for diagnosis before any 
exploratory needling or operation, 20 were found to have 
negative skin reactions and hydatid complement-fixing 
antibodies could not be demonstrated. All these patients 
were found te be suffering from a condition which was 
definitely not hydatid disease. The remaining 29 were 
proved by operation to have hydatid cysts, but whereas 
27 (93%) gave positive complement-fixing reactions only 
25 (86%) gave positive skin reactions. 

A primary uncomplicated cyst of the liver may contain 
a fluid very rich in scolices but there may be little leakage 
TABLE IV——RESULTS OF TEST IN PATIENT WITH HYDATID CYST 
WHO HAD HAD ANOTHER CYST REMOVED A YEAR PREVIOUSLY 


Antigen Serum C.F.T. result 
Standard Standard lin 64 
Standard Patient’s lin 64 


Patient’s Standard 


Skin test : strong positive. 
into the circulation with only moderate serological 
reactions. Table 111 shows the results in such a case. 
On the other hand a patient who had a cyst removed one 
year previously and was then operated on again for 
removal of a further cyst gave a type of reaction which 
may be the result of escape of antigen at first operation 
plus the effect of the new cyst developing (table Iv). 
Table v below illustrates the results of serial tests 
performed on these patients after operation for removal 
of hydatid cysts, one of which shows a fall in complement- 
fixing antibodies followed by a rise as a new cyst devel- 
oped. The other two cases of single cysts of the liver 
with no evidence at present of any new cyst development 
show continuous falling titres. 


DISCUSSION 


Since Hamilton Fairley (1922) showed that the antigen 
content of a hydatid fluid depended on the presence of 
scolices, it has been obvious that a sterile cyst will not 
contain antigen and that serological re: vctions will not be 
positive in patients with cysts that do not contain scolices. 
Information about the frequency of sterile cysts is meagre, 
but they cannot be very common in man. 

In only 1 case in the present series was a human fluid 
found to be completely devoid of antigen, although several 
appeared to have very little. Scolices are not always to 
be seen in fluids submitted for examination, because 
only the clear supernatant may be sent. In the past, 
before we adopted standard reagents and technique, it 
was not always possible to assess the value of negative 
complement-fixation and intradermal tests. The present 
series is small, but there was only the 1 case with negative 
serological reactions in which the evidence at operation 


showed that the patient was suffering from a hydatid 
cyst. In this small series chance may have played a part 
in determining the favourable results ; but there was no 
selection of cases beyond the exclusion of those where 
complete investigations, including the actual demonstra- 
tion of the presence or absence of a hydatid cyst, had not 
been carried out. In no case in which the final diagnosis 
was not hydatid disease was the skin test or the comple- 
ment-fixation reaction found to be positive. These 
results compare very favourably with previously recorded 
results ; but, apart from the series recorded by Fairley and 
Kellaway (1933), there was little information about the 
potency or supply of the reagents used. The Australian 
workers found the intradermal test to be somewhat 
more sensitive than the complement-fixation test ; our 
figures, in which the reverse was found, cannot be 
regarded as significant in view of our small numbers. 
The actual titration of complement-fixing antibody in 
the patients’ serum with standardised reagents, now that 
their stability has been demonstrated, appears to us to 
have advantages which may extend the value of the test 
beyond the diagnosis of the primary cyst. Some evidence 
is presented to show that after the excision of the primary 
cyst the complement-fixing titre tends to fall slowly but 
will rise again if further cysts develop. It is obvious that 
additional experience is required before this suggestion 
is accepted without reserve as having value in prognosis. 


SUMMARY 


A technique employing accurately standardised 
reagents for the serological diagnosis of hydatid disease 
is described. 

In a series of 49 cases where the exact diagnosis was 
made at surgical operations, 20 non-hydatid cases gave 
negative complement-fixation and intradermal reactions, 
and 28 of the 29 proved cases gave positive serological 
reactions with a slight advantage to the complement- 
fixation test (27 positive complement-fixation test and 
25 positive Casoni). 


We have to thank Dr. Naomi Datta for help in the prepara- 
tion of the provisional standard sera. We are also grateful 
to the doctors who have sent us detailed reports on their 
cases, and particularly to Dr. G. Wetherley-Mein for his 
careful measurements of skin reactions. 
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TOXIPATHIC HEPATITIS DUE TO — 
FOWLER’S SOLUTION 
A CASE TREATED WITH DIMERCAPROL 
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M.D. Manc., M.R.C.P. 
PHYSICIAN TO SALFORD ROYAL HOSPITAL AND PARK HOSPITAL, 
DAVYHULME ; _ CLINICAL LECTURER IN MEDICINE IN THE 
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M.B. Manc., M.R.C.P. 

ASSISTANT PHYSICIAN, SHOTLEY BRIDGE HOSPITAL, CO. DURHAM; 
FORMERLY SENIOR REGISTRAR, PARK HOSPITAL, DAVYHULME 

Thomas Fowler published in 1786 his ‘ Medical 
reports of the effects of arsenic in the cure of agues, 
remitting fevers, and periodic headaches’’ and therein 
introduced the solution of 1% arsenic trioxide which has 
since borne his name. This solution is now little used 
in general medicine but is often prescribed as a palliative 
for dermatological conditions. Our purpose here is 
(1) to draw attention to its toxic effects and (2) to discuss 
the treatment of toxipathic hepatitis with dimercaprol. 


TOXIC EFFECTS OF FOWLER’S SOLUTION 

Peripheral Neuritis.—Déjerine (1883) showed that 
the nerve condition characteristic of arsenic poisoning 
was a multiple neuritis essentially similar to alcoholic 
neuritis. The ‘‘ biochemical lesion’’ responsible is 
an inhibition of the pyruvate oxidase enzyme system 
(Gavrileseu and Peters 1931). This system may be 
inhibited negatively by lack of the co-enzyme thiamine 
(vitamin B,) or positively by the combination of trivalent 
arsenicals with SH- groups in protein components of 
the system. Arsenical poisoning thus produces a 
polyneuritis similar to that seen in thiamine deficiency. 

Pain and paresthesie may be intense. In addition 
to the usual mixed form, with motor and sensory paralysis 
there is a pseudotabetic form with little motor paralysis 
(Ross and Bury 1893, Harris 1926). The cranial nerves 
are occasionally involved (Kinnier Wilson 1940). The 
rapidity with which symptoms may appear is illustrated 
by a case quoted by Harris (1926) in which severe poly- 
neuritis with bilateral wrist and foot drop followed the 
taking of Fowler’s solution 15 minims t.d.s. for six 
weeks. Recovery is said to be complete in 97% of cases, 
but it may be delayed for two years or more. 

Epitheliomata.—Inorganic arsenic is now known to 
have carcinogenic properties, and Goeckerman and 
Wilhelm (1940) state that a 1 in 40,000,000 solution of 
arsenic will change embryonal cells to tumour cells. 
Arsenical keratoses, first described by E. Wilson (1868), 
usually occur on the palms and soles but may occur 
elsewhere. They are prone to malignant change and 
such change may be multiple. Epitheliomata are in 
fact said to develop in 20% of keratoses. Ayres and 
Anderson (1934) examined the palms and soles of each 
patient with a basal-cell epitheliomata and by this means 
detected unsuspected cases of chronic inorganic arsenical 
poisoning. Goeckerman and Wilhelm (1940) mention 
an interesting case of malignant papillomata of the 
bladder and ureter in which the lesions were found to 
contain crystals of arsenic sulphide, and these were 
present twenty-one years after the patient had taken 
Fowler’s solution over a long period. 

Toxipathic Hepatitis —This term was introduced by 
Himsworth and Glynn (1944) to describe the hepatic 
lesion produced by the direct action of a noxious agent, 
whether a chemical such as inorganic arsenic or a living 
organism such as the virus of infective hepatitis. 

Experimental work on the effect of inorganic arsenic 
on the liver was done by Ziegler and Obolonsky (1888), 
Wolkow (1892), Stoeber (1936), and von Glahn et al. 
(1938). Similar results were obtained by all observers. 
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In rabbits and guineapigs fatty change in the liver cells 
were seen after a few days; they progressed to necrosis 
in two weeks, and shortly after this there was an increase 
in connective tissue with proliferation of bile-ducts in 
the animals which survived. Such a process in man 
would lead to diffuse hepatic fibrosis or to multiple 
nodular hyperplasia, depending on whether zonal or 
massive necrosis had taken place. 

The first report suggesting that hepatic damage could 
be caused in man by inorganic arsenic was that of Bang 
(1774) under the title of ‘‘ De hydrope ex ingesto arsenico 
observatio.’’ Cases of cirrhosis due to this cause have 
since been described by Hutchinson (1895), Geyer 
(1898), Hamburger (1900), Sturrock (1900), Reynolds 
(1901), Stockman (1921), O’Leary et al. (1928), Rolleston 
and McNee (1929), Weir (1930), Chapman (1931), 
Osterberg (1935), and Cannon (1936). The most 
recent report is that of Himsworth who, in his Lowell 
lectures of 1947, cites the case of a woman who had 
taken Fowler’s solution for twenty years for psoriasis 
and fourteen years later was found to have hepatic 
cirrhosis. No other ztiological factors were evident. 

Though it is now fully established, both experimentally 
and clinically, that inorganic arsenic may cause toxi- 
pathic hepatitis and fibrosis of the liver, this is not 
clearly indicated in standard textbooks. Cushny (1947), 
for example, mentions that ‘‘ some swelling of the liver 
and jaundice may occur but these are not generally well- 
marked’’; Price (1946) merely says that ‘‘ ascites and 
general edema occur towards the end’’; and neither 
Taylor (1948) nor Cecil (1947) describe liver damage in 
inorganic arsenic poisoning. 


CASE-REPORT 


A 40-year-old butcher was first seen on March 31, 
1949, with an indefinite complaint of lack of joie-de-vivre. 


History.—For the previous nineteen months he had suffered 
from dermatitis herpetiformis, the onset of which had been 
closely related to an emotional upset. Treatment with a 
mixture containing Fowler’s solution 4 minims given three 
times daily had commenced in December, 1947, and the 
amount had been increased to 6 minims in January, 1948, 
to 7 minims in September, 1948, and to 8 minims in January, 
1949. The total intake of Fowler’s solution had been 144 
drachms, which contains 80 grains of arsenic trioxide. This 
treatment had kept” the skin lesions under control but 
they had never cleared. 

His diet was good and his alcohol intake amounted to 
no more than’ an occasional glass of beer. He had never 


Fig. |—Showing dermatitis herpetiformis, raindrop pigmentation, 
and liver enlargement. 


7 
: = 
t 
is 
| 
| 
i ‘ 
wes: 


270 THE LANCET] 


been jaundiced. For some five years he had had nasal 
catarrh and cough, productive of a small amount of greenish 
sputum, and in July, 1948, these conditions had worsened. 
About the same time he began to suffer from conjunctivitis. 
In November, 1948, cutaneous pigmentation was noticed 
by the patient, first on his trunk and later down his thighs 
midway to his knees. In December, 1948, his voice became 
husky and he felt generally but vaguely unwell. 

On examination he was found to have scattered lesions of 
dermatitis herpetiformis, some of which were infected. In 
addition he had a “ raindrop’’ type of brownish pigmenta- 
tion of his trunk and upper thighs. There was hyper- 
keratosis of his palms which may in part have been occupa- 
tional. His liver was enlarged to one hand's breadth below 
the costal margin (fig. 1) and was hard but not tender. There 
was no abnormality in the cardiovascular, respiratory, or 
central nervous systems and no evidence of peripheral neuritis. 

Investigations.—He was admitted to hospital on April 4, 
1949, and investigations gave the following results: serum- 
bilirubin 0-95 mg. per 100 ml.; alkaline phosphatase 7-9 
units; thymol turbidity 5 units; serum-proteins 7:4 g. 
per 100 ml. (albumin 3-6 g., globulin 3-8 g.); prothrombin 
concentration 90% ; blood-urea 40 mg. per 100 ml.; urea- 
clearance 105% of the average normal function. Radio- 
graphy of the chest showed no abnormality. 

Treatment and Its Results.—He was given a high-protein 
diet with vitamin supplements and there was a gradual 
reduction in the size of the liver, which ceased when it was 
three fingers’ breadth below the costal margin. 

As excretion of that part of a dose of inorganic arsenic 
which does not enter into combination in the tissues is complete 
in ten to fourteen days (Taylor 1948), the urinary arsenic 
excretion was not estimated until arsenic had been with- 
held for three weeks. The excretion was then estimated by 
Mr. Harri Heap, Manchester city analyst, and the amount 
of arsenic in each of 6 twenty-four hour specimens was found 
to be within normal limits. This having been ascertained, 
a course of dimercaprol was commenced in an attempt to 
free the combined arsenic. Intramuscular injections of 3 mg. 
per kg. body-weight were given four-hourly for forty-eight 
hours and then twice daily. It will be seen from fig. 2 that 
the urinary excretion of arsenic increased considerably. 
The injections were continued until, after seventeen days, 
there was no further significant excretion. 

No toxic effects were caused by the dimercaprol, but the 
patient had some pain at the injection sites. During treat- 
ment there was a return of his sense of well-being and the 
liver edge receded to one finger’s breadth below the costal 
margin. 

Multiple-puncture vaccination with calf-lymph was _per- 
formed for the dermatitis herpetiformis (Cecil 1947) and 
a good primary take was obtained. A few days after 
vaccination the skin lesions cleared. 

On discharge the patient felt well enough to open a business 
ofhisown. When last seen on Sept. 20, 1950, he had remained 
well. The dermatitis herpetiformis had returned soon after 
discharge, but the lesions had been few and scattered and 
much less than when the condition was under treatment 
with arsenic. There had been no change in the hyper- 
keratosis of the palms or in the pigmentation of the skin. 
The liver edge had now reached the costal margin but 
remained easily palpable and the liver surface was quite hard 
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Fig. 2—Urinary arsenic excretion before and during administration 
of dimercaprol. 
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and apparently smooth. On his last attendance the thymol 
turbidity was 4 units whilst the plasma-proteins totalled 
8-98 g. per 100 ml. with fibrinogen 0-44 g., albumin 4:30 g., 
and globulin 4-24 g. 

DISCUSSION 

Inorganic arsenic, after absorption, passes to the liver, 
where a considerable proportion is stored ; the remainder 
reaches the general circulation, and that part which 
does not become fixed in the tissues is excreted, almost 
entirely by the kidneys, in ten to fourteen days. The 
retained arsenic has attached itself to SH- containing 
protein components of the pyruvate oxidase system. 
The high toxicity of trivalent arsenicals is due to their 
ability to form stable arsenical-ring compounds with 
such proteins (Eagle et a]. 1946). Thus arsenic acts 
by poisoning the function of cells, not their structure. 

Dimercaprol was discovered as a result of work carried 
out on the thesis that simple dithiol compounds might 
form relatively stable ring compounds with trivalent 
arsenicals and consequently might compete effectively for 
arsenic with dithiol tissue proteins. This thesis was 
first proposed by Stocken and Thompson and their 
work is referred to by Peters (1948). In _ practice 
dimercaprol has been found not only to combine with 
free arsenic but also to remove arsenic from tissue 
combination (Eagle et al. 1946, Carleton and Peters 1946). 
The Jatter reaction may be represented as : 

Tissue-protein arsenic + dimercaprol — dimercaprol thio- 

arsenite + tissue protein. 
It is of this latter property that we have taken advantage 
in treating our patient. It should be noted, however, 
that cell damage may be irreversible even if the arsenic 
be removed (Taylor 1948). 

We believe this to be the first report of the use of 
dimercaprol in toxipathic hepatitis due to chronic 
inorganic arsenic poisoning. In the absence of a history 
of jaundice or of other factors liable to cause hepatitis, 
we do not feel that the toxipathic hepatitis in our patient 
can be dissociated from his ingestion of arsenic. 

The urinary excretion of arsenic had been within 
normal limits before treatment ; yet when the patient 
was given dimercaprol he excreted considerable amounts 
of arsenic in the urine. This confirms previous observa- 
tions that dimercaprol can remove arsenic from combina- 
tion with tissue proteins. There is some evidence that 
the arsenic removed by dimercaprol is that part which is 
causing most damage (Carleton and Peters 1946), and it is 
reasonable to suppose that the arsenic removed from 
our patient was interfering with his pyruvate oxidation 
system. The liver is, of course, intimately concerned 
with carbohydrate metabolism, and this may explain 
the high storage-rate of arsenic in the liver and the 
tendency to hepatitis. 

For a period while our patient was under treatment, 
the level of urinary arsenic excretion indicated blood 
levels which would have been associated with symptoms 
of acute arsenical poisoning if the arsenic had not been 
circulating as an innocuous dimercaprol thioarsenite. 

Reference must be made to the work of Koppanyi and 
Sperling (1947), who found that when rabbits were given 
sodium arsenite followed by dimercaprol an explosive reaction 
developed. The effect did not occur with arsenates or with 
arsphenamine. It was certainly not due to the final dimer- 
caprol thioarsenite, and Koppanyi and Sperling thought it 
was perhaps caused by toxic intermediate compounds. They 
wondered whether, in cases of poisoning with arsenite such 
as Fowler's solution, the protective action of dimercaprol 
might not be accompanied by similar unpleasant side-effects. 
No such side-effects were seen in our case. 


Despite the beneficial effects of therapy, we think it 
likely that the patient’s liver has sustained permanent 
damage. After eighteen months it remained hard, 
though there had been much reduction in its size owing 
to the removal of fat. The plasma-globulin was high 
at 4-24 g. per 100 ml. and diffuse hepatic fibrosis was 
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probably in progress. Himsworth (1947) emphasises 
the difficulty of deciding clinically when the stage of 
uncomplicated fatty infiltration has passed and the 
stage of fibrosis has definitely begun. The matter can 
be settled by liver biopsy, but there were non-medical 
contra-indications to this investigation in our patient. 
Himsworth believes that diffuse hepatic fibrosis may 
take decades to develop and he remarks that it is 
compatible. with years of reasonable health. Our 
patient will probably remain in good health until 
symptoms of portal hypertension appear. 

Reactions to Fowler’s solution may cause death or 
long illness, and there is now, we believe, no justification 
for the long-continued administration of arsenic in 
general medicine. If advantage is to be taken of the 
palliative effect of Fowler’s solution in dermatological 
practice, the necessity for careful clinical control must 
be appreciated. This will involve, as a minimum, 
examination for hyperkeratosis, inquiry regarding the 
subjective symptoms of peripheral neuritis, and 
abdominal examination to detect liver enlargement due 
to fatty infiltration. If, in a busy dermatological 
department, careful follow-up is not practicable, it 
is most unwise to use inorganic arsenic at all. 


SUMMARY 


The important toxic reactions to Fowler’s solution 
are discussed with particular reference to toxipathic 
hepatitis. 

A case of hepatitis due to administration of Fowler’s 
solution for dermatitis herpetiformis is described. 

Treatment with dimercaprol resulted in the urinary 
excretion of considerable amounts of arsenic, with 
subjective and objective improvement, but diffuse 
fibrosis is likely to be the sequel to the administration 
of arsenic to this patient. 

Fowler’s solution should not be used without considera- 
tion of the risks, nor without careful clinical control. 


We wish to express our thanks to Mr. Harri Heap, former 
city analyst for Manchester, for the considerable amount of 
work he so willingly undertook in carrying out the urinary 
analyses for arsenic, and to the Department of Medical 
Photography, Manchester Royal Infirmary, for the 
photographs. 
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POSTPARTUM. ANAL FISSURE 


J. D. Marri 
M.D. Lond., M.R.C.O.G. 
ASSISTANT, OBSTETRIC UNIT, UNIVERSITY COLLEGE OBSTETRIC 
HOSPITAL, LONDON 

ANAL fissure is common in pregnancy and the puer- 
perium. Goodsall and Miles (1900) suggested that 
parturition causes overstretching of the anal mucosa, 
which is thus rendered more susceptible to trauma. 
Lynch (1914) and Smith (1939) noted that rupture of the 
perineum in childbirth predisposes to anal fissure. 
De Lee and Greenhill (1943) state that anal fissures are 
a common sequence to the stretching of the anus during 
labour. 

MATERIAL 

Many patients attending the postnatal clinic at this 
hospital six weeks after delivery complained of anal 
symptoms. An investigation was therefore started in 
which such patients were examined for abnormalities in 
the anal region. ‘The patients studied attended the 
postnatal clinic between December, 1950, and May, 1951. 
Of 642 patients booked to return to this clinic six weeks 
after delivery 424 attended and were questioned. 

RESULTS 

Of the 424 patients questioned 50 (11-8%) complained 
of pain or bleeding or both on defecation. The following 
lesions were discovered : 

Anal fissure 

Heemorrhoids 

Thrombosed hemorrhoids 2 cases 
Many patients were found to have skin tags round the 
anal canal, but only the lesions responsible for the 
patients’ symptoms are included. ‘ 

These figures show that anal fissure is responsible for 
most of the symptoms, and that the patient’s complaint 
of “having piles’’ should always be regarded with 
suspicion. She will almost certainly have a fissure. 


SITES OF FISSURES 
The — were sited as follows : 


45 cases (10-7% of total cases seen) 


Anterior .. 26 
Posterior % Posterior .. 
Lateral .. 1 Lateral 3 
224 cases Total .. -. 21 cases 


(54% of oP total cases of Sasuse) (46% of total cases of fissure) 

In this series 62% of the single fissures occurred anteri- 
orly. Multiple fissures were found in 21 (47%) of the 
women with fissures. Anterior fissure is agreed to be 
more common in women, but the proportion of anterior 
fissures in women seen varies from 8% (Pennington 
1923) to 40% (Bacon 1943); most writers favour the 
lower figure. Goodsall (1892) mentioned that in 8% of 
his female patients both anterior and posterior fissures 
were present. Multiple fissures are common after parturi- 
tion : two fissures were seen in 12 cases, three in 7 cases, 
and four in 2 cases. Gabriel (1948) states that multiple 
fissures are only occasionally met with, and in a series of 
cases of fissure at the Mayo Clinic (Buie 1937) found that 
0-1% were multiple. But multiple fissures are common 
after parturition: two fissures were seen in 12 cases, 
three in 7 cases, and four in 2 cases. It must be 
emphasised that the fissure is seldom large, and very 
careful inspection of the anal margin is necessary in 


suspected cases. 
ONSET OF SYMPTOMS 


All the patients were questioned about the onset of 
symptoms, and their answers gave the following figures : 


Antenatal > 6 cases 
Postpartum 0-4 days 11 cases 
5-9 days 2 cases 

10-14 days 17 cases 

15-40 days 9 cases 


The patients were on ‘the pinth or tenth 
day of the puerperium, and most of them noticed symp- 
toms within a few days of returning home. Undoubtedly 
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many more patients would complain of symptoms in 
hospital, but the lochia tend to obscure the bleeding at 
defecation, and the pain is often attributed to perineal 
sutures or their recent removal. In the present series 
there were 6 cases in which symptoms came on between 
the twelfth and thirty-ninth weeks of pregnancy. 


CASE-RECORD 

The following case-record shows how painful anal 
fissure can be (prolapsed piles were also present) and how 
very large hemorrhoids may be cured spontaneously 
six weeks after delivery. 

A multipara, aged 27, was admitted, when thirty-four 
weeks pregnant, complaining of ‘an attack of piles.” She 
said she had had hemorrhoids for six years. On examination 
two very large hemorrhoids were seen, one anterior and one 
posterior. In addition there were two acute fissures anteriorly 
and one posteriorly. The hemorrhoids also prolapsed after 
replacement, which was extremely painful, in spite of the 
application of an anesthetic ointment. It was therefore 
necessary to dilate the anus digitally under anesthesia. After 
this the stools were kept soft with mist. magnesii hydroxidi 
B.P. 4), fl. oz. (14 ml.) nocte, and a no. 2 St. Mark’s dilator 
was passed twice daily lubricated with ung. cinchocaine co. 
B.P.C. This relieved the patient’s symptoms considerably, 
but she had to remain in hospital until her spontaneous 
delivery at term. There was no perineal laceration. Six weeks 
after delivery she attended the postnatal clinic, and the only 
abnormality was a long mucosal and skin tag. It was arranged 
to excise this when the baby was weaned. 


PARITY 
A primipara is obviously more liable to perineal 


damage. The commonest cause of anal fissure is trauma, 
and in this series there was no case of a patient with 


-more than two previous deliveries having an anal fissure ; 


35 patients were primigravid, and 10 had had one 
previous pregnancy. 


ANAL FISSURE IN RELATION TO PERINEAL DAMAGE 


Antenatal 

Perineal damage Method of delivery Fissures symptoms 
No laceration Spontaneous 11 cases 2 cases 
Episiotomy . | Spontaneous 12 - 
Episiotomy .. | Foreeps 13 
Ist-degree tear Spontaneous 3 o> 1 case 
2nd-degree tear Spontaneous 4 

9 


| Ceesarean section | 


The accompanying table shows that, excluding cases 
in which symptoms were present before delivery and 2 
cesarean sections, there was damage to the perineum 
in 28 out of 39 cases. 23 of the cases with damage to the 
perineum had episiotomy, and in 11 cases this was 
associated with forceps delivery. The forceps-rate over 
the period studied was 13-1% in primipara and 3-5% in 
multipara. The episiotomy-rate in these two groups was 
34-99%, and 13-1% respectively. 

TREATMENT 

Treatment was on the lines described by Gabriel (1948). 
Patients were instructed to maintain a good fluid intake, 
and constipation was treated with mist. magnesii 
hydroxidi B.P. Liquid paraffin was avoided. Digital 
application of ung. cinchocaine co. B.P.O. or ung. 
benzocaine co. B.P.C. twice daily round the anal margin 
was prescribed in the first instance. The ointment was 
always used before defecation. If this did not bring 
relief, a no. 2 St. Mark’s dilator was used, lubricated with 
one of these two ointments, and passed twice daily. 34 
patients were cured by use of ointment alone, 10 required 
the use of a dilator, and the case described above required 
stretching of the sphincter. In no other case was surgery 
or injection of the sphincter necessary, but since this 
time intractable cases have been seen and referred to 
the surgical department for treatment. The symptoms 
usually abate within a few days, and the fissure heals 
completely within two or three weeks. In some cases 
fresh fissures appear a few weeks after apparent cure. 
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3 patients included in this investigation did not attend 
the follow-up clinic but are presumed cured. There did 
not seem to be any great difference between ung. 
cinchocaine co. B.P.O. and ung. benzocaine B.P.O. in 
effectiveness ; the impression is that the former is less 
liable to give rise to pruritus. 


DISCUSSION 

Pregnancy, labour, and the postpartum period offer 
many opportunities for the formation of fissure. Consti- 
pation is common in the antenatal period and may be 
associated with the excessive use of purgatives. Insuffi- 
cient fluid intake, weak abdominal muscles, and a painful 
perineum may also lead to constipation in the puerperium. 
In addition the ritual enemata of the first stage of labour, 
with rectal examinations and the distension of the anus 
and perineum in the second stage of labour, are etiological 
factors. 

From the present investigation it can be said that the 
more traumatic the delivery the more likely is fissure to 
occur, and that anterior and multiple fissures are very 
common in puerperal women. This is understandable 
and agrees with the views put forward by Lockhart- 
Mummery (1934). He described the external sphincter as 
consisting of two lateral halves. In front the halves 
are continuous, but posteriorly all the fibres do not join 
end to end but are for the most part placed parallel with 
each other. This arrangement of fibres leaves the 
posterior commissure least supported, whereas the next 
weakest place is the anterior commissure. In women the 
anterior commissure receives less support than in men 
owing to the presence of the vagina. In labour it is most 
likely that the anterior commissure will be damaged, 
especially if the perineum is torn or episiotomy is per- 
formed. This probably explains the large number of 
anterior fissures seen in the present series. 

As would be expected, anal fissure is most common in 
the primiparous patient and is often related to forceps 
delivery and to perineal damage. The commonest time 
for symptoms to appear is after discharge from hospital. 
This may be explained by the patient leading a very 
sedentary life in hospital and not noticing any increased 
discomfort on defecation, especially if she has perineal 
sutures. In the postpartum period the sphincter is 
nearly always extremely lax and it does not regain its 
tone until the patient is discharged from hospital. It 
was thought that patients after discharge might not keep 
up their fluid intake to the six pints a day recommended 
in hospital, and that this predisposed to constipation and 
subsequent fissure. In view of this the influence of 
breast-feeding was investigated, but no significant con- 
clusion was reached. The fall in the cestrogen level after 
delivery may also adversely affect the mucosa of the anal 
margin, making it less resistant to trauma. 

It is important to realise that many patients attending 
the postnatal clinic have distended rectal veins. 16 
patients complaining of anal fissure had this condition, 
but as soon as the fissure was cured they became symp- 
tom-free owing to the tendency of hemorrhoids to 
spontaneous remission during the postpartum period. In 
six months only 3 patients were seen at the postnatal 
clinic with hemorrhoids requiring injection. Hemorrhoids 
cause great discomfort in the antenatal period and in the 
early puerperium, but it must be emphasised here that 
most of these patients will be spontaneously cured of 
their hemorrhoids six weeks after delivery. 

To confirm the last fact 100 patients were examined in 
the wards from the first to the tenth day of the puer- 
perium. Prolapsed piles are very common, and fissures, 
although sometimes seen, are difficult to find owing to 
the excessive corrugations of the anal margin and the 
presence of lochia. Further, the fissures give rise to very 
little discomfort, owing to the great laxity of the anal 
sphincter at this time ; and, if there is any discomfort, 
perineal sutures or their recent removal will be blamed. 
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Only 6 cases of fissure in the antenatal period are 
described, although this condition is probably more 
common, but I have not had access to all the antenatal 
patients. The diagnosis of fissure in these cases is 
particularly important if pregnancy is not to become a 
misery. 

The recognition of anal fissure in pregnant and puer- 
peral women is important. Improvement will come by 
the avoidance of constipation in the antenatal and 
postnatal periods, by great care in the use of enema 
syringes and at rectal examinations, and by the avoidance 
of damage to the anal margin by tears or episiotomy. In 
some cases, however, a timely episiotomy will reduce the 
damage to the perineum and anal mucosa. All patients 
should be questioned, before discharge from hospital, 
about discomfort or bleeding on defecation, especially 
if forceps have been used. Instructions should also be 
given, before discharge from hospital, for the patients 
to report at once if rectal symptoms appear before they 
are due to attend the postnatal clinic. 


SUMMARY 


45 cases of anal fissure are described in 424 women 
attending a postnatal clinic (incidence 10-7%). 

Hemorrhoids are rarely responsible for rectal symptoms 
six weeks after delivery. 

Multiple fissures are common and were seen in 21 cases 
(46%). 

Anterior fissure occurred in 15 (62%) of 24 cases with 
a single fissure. 

The causes, prevention, and treatment of anal fissures 
are discussed. 

I wish to thank Mr. O. V. Lloyd-Davies for his help and 
advice in the preparation of this paper. 
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GASTRIC MUCOPROTEIN AND INTRINSIC 
FACTOR 
RESPONSE OF PERNICIOUS ANZMIA TO ORAL 
VITAMIN B,, PLUS NORMAL GASTRIC JUICE 
TREATED WITH RECEPTOR-DESTROYING 
ENZYME 


BaRRIE P. MARMION * Hitpa J. GARDNER 
M.D. Lond. M.B. Adelaide 


Eric G. Joun L. StussEe 
M.D. Durh., M.R.A.C.P. M.B. Melb. 
From the Walter and Eliza Hall Institute of Medical Research 
and the Royal Melbourne Hospital, Melbourne, Australia 
THE chemical nature of intrinsic factor has long been 
a baffling problem and it is of great interest that Jerzy 
Glass and his colleagues at the New York Hospital 
have recently claimed that Castle’s hemopoietic principle 
is associated, if not identical, with a gastric mucoprotein 
(Glass et al. 1952). 
* Rockefeller Foundation Fellow. 
t eer > hy grant from the National Health and Medical Research 
ouncil. 
¢ Drug Houses of Australia Fellow. 


Fig. |1—Gastric biopsy showlag mucosa reduced in width; surface 
itheli partly col and partly goblet-cell in type, with 
pits leading to a few coiled tubules entirely posed of pecific 
cells ; infiltration of lamina propria with lymphocytes and plasma 
cells. Appearances are those of gastric atrophy characteristic of 
pernicious anemia. (Hzmatoxylin and eosin. x 250.) 


In 1947 Burnet and Stone discovered a soluble enzyme 
which was derived from Vibrio cholere and could either 
modify or destroy the influenza-virus receptors on 
erythrocytes and on cells susceptible to experimental 
infection. A long series of investigations, reviewed by 
Burnet (1951), established that this receptor-destroying 
enzyme (R.D.E.) like that on the viruses themselves, was 
a mucinase acting on a considerable range of soluble 
mucins, including some of those present in egg-white, 
meconium, saliva, and human gastric contents. The 
chemical nature of the reaction is not yet established, 
but Gottschalk (1951) has provided evidence which 
points strongly to an action on the carbohydrate moiety 
of the mucoproteins in egg-white and urinary inhibitor. 
In addition to destroying the power of mucoproteins 
to react with influgnza viruses the enzyme produces a 
sharp change to a less electronegative state in the electro- 
phoretic mobility both of red cells and of soluble muco- 
proteins. Whitten (1949) reported the very interesting 
finding that R.D.E£. could destroy the biological activity 
of the mucoprotein gonadotrophic hormone. 

In view of this apparently specific action on a variety 
of mucoproteins it was of interest to see whether the 
gastric mucoprotein believed by Glass to be the intrinsic 
factor would lose its activity after treatment with 
R.D.E. 

CASE-RECORD . 

A woman, aged 29, was admitted to the Royal Melbourne 
Hospital on May 12, 1952. She had been successfully treated 
with liver extract for “anemia” in Yugoslavia in 1949 
but had allowed her injections to lapse for eighteen months. 
she had become weak, tired, and breathless on exertion. 

On examination she was very pale and slightly icteric. 
Her tongue showed moderate papillary atrophy. There 
was no evidence of subacute combined degeneration of the 
spinal cord. 

Investigations revealed the classical features of pernicious 
anemia. A histamine test-meal showed complete achlor- 
hydria, and a gastric biopsy, obtained by the method 
described by Wood et al. (1949), showed atrophic mucosal 
changes typical of addisonian anemia (fig. 1). A blood- 
count showed Hb 6-8 g. per 100 ml.; red cells 1,600,000 per 
c.mm.; white cells 6000 perc.mm.; packed-cell volume 30% ; 
mean corpuscular volume 150 c.z; mean corpuscular Hb 
36 wug.; mean corpuscular Hb concentration 26%. A blood 
smear showed considerable macrocytosis and variation 
in size of the red cells, with numerous poikilocytes. A sternal- 
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marrow biopsy showed hypercellularity, with megaloblastic 
erythropoiesis. A diagnosis of pernicious anemia in relapse 
was made. 


Treatment.—The patient was confined to bed for a period 
of observation and was given a normal ward diet. A mixture 
of 100 ml. of R.D.£.-treated gastric juice (see below) and 
10 wg. of vitamin B,, (‘ Cytamen,’ Glaxo) was given at 9 P.M. 
daily, three and a half hours after the last meal of the day, 
for tive days by mouth. 


Résults of Treatment.—Changes in the hemoglobin values 
and red-cell and reticulocyte-counts are shown in fig. 2. A 
reticulocyte response of 35% was observed on the fifth day 
after treatment began. On the fourteenth day the red- 
cell count had risen to 3,600,000 per c.mm., from an initial 
level of 1,600,000 per c.mm. This represents an optimum 
response (Ungley and Campbell 1949), 


THE GASTRIC JUICE 


Student volunteers were used as a source of gastric 
juice. 

Collection.—A Ryle’s tube was passed after an overnight 
fast, and the fasting juice was discarded. Histamine phos- 
phate 0-3 mg. 
was given sub- 
cutaneously, 
and gastric 
juice was 
aspirated until 
150 ml. had 
been collected 
from one or 
more volun- 
teers. Before 
the gastric 
juice was 
pooled, a 
sample was 
taken from 
each volunteer 
and tested 
with Topfer’s 
reagent for the 
presence of 
hydrochloric 
20+ acid. Only 
gastric juice 
containing free 
hydrochloric 
acid and no 

DAYS OF TREATMENT Treatment of 


Fig. 2—Reticulocyte response, increased amount of 
Hb, and increased red-cell count after treatment J aod 
with oral vitamin B,, and human gastric juice “°S COVE 
treated with R.D.E. with a layer 

of undissolved 
mucus. The 150 ml. sample was transferred to a sterile jar and 
stirred mechanically, while sodium hydroxide was added drop 
by drop until pH 6-0-6-5 (the optimum range for R.D.E.) was 
reached.” The gastric juice was then spun in a horizontal centri- 
fuge at 3000 r.p.m. for tifteen minutes. Neutralisation led to the 
solution of most of the surface layer of mucin. After centrifug- 
ation 100 ml. of the supernatant fluid was mixed with 10 ml. of 

calcium-acetate saline solution (Stone 1949) and with 3000 

units of purified R.D.E. prepared by the method of Ada and 

French (1950). This mixture was then incubated in a water- 

bath at 37°C for an hour, at the end of which samples of the 

original untreated supernatant fluid and the R.D.E.-treated 
material were titrated against five agglutinating doses 
of indicator virus (T-MEL) by the technique of Burnet 

(1948). 


The accompanying table shows the results obtained 
with five samples of gastric juice given to the patient. 


Destruction of the mucous substrate was virtually 
complete. 
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DISCUSSION 


The fact that an optimum hematological response was 
obtained in classical pernicious anemia treated with 
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RESULTS OBTAINED IN TITRATION OF TREATED AND UNTREATED 
GASTRIC JUICE AGAINST INDICATOR VIRUS 


| 


Inhibitor titres to 5 


| 
| agglutinating doses of T-MEL 
Date Designation | 
| Before R.D.E. After R.D.E. 
| treatment treatment 
May 9, 1952 .. A 5120 | <2 
» 10, 1952 | B 3000 | <2 
1952 | 2560 | <2 
S088. | D | 3000 <2 
on 28, 1953... | 6000 | <2 


oral vitamin B,, and neutralised gastric juice incubated 
with R.D.&. indicates only that, if the intrinsic factor is a 
mucoprotein, its biological activity is not modified 
by treatment with R.p.z. In the case of urinary muco- 
protein it is known that full action of R.p.£., while 
destroying all capacity to react with viruses, leaves the 
serological character unchanged. The action is limited 
and specific, and our failure to obtain inhibition of 
intrinsic factor by R.D.E. does not in any way diminish 
the significance of Glass’s important work. Increased 
knowledge of the function of these substances is clearly 
of fundamental importance to the understanding of the 
physiology of the alimentary tract. 

Pernicious anemia is uncommon in patients of this 
age. The case demonstrates the value of gastric biopsy 
in substantiating diagnosis in megaloblastic angwemias 
thought to be addisonian. 


SUMMARY 


A young woman with classical pernicious anemia in 
relapse was treated with ora! vitamin B,, and human 
gastric juice acted upon by receptor-destroying 
enzyme (R.D.E.). A normal therapeutic response was 
obtained. 

Although there is good evidence that intrinsic factor 
in gastrie juice is a mucoprotein, it is not one which is 
inactivated by R.D.£., thereby differing in its properties 
from gonadotrophin and mucoproteins derived from 
respiratory-tract cells, 


We are grateful to Dr. lan Wood, head of the clinical research 
unit, for his help and advice in this work, and Dr. E. S. 
Finckh, pathologist, for his histological studies. 
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“The time is overdue for more active participation by 
physiologists as consultants to clinical services in teaching 
hospitals. Such a development could become a tremendous 
boon to clinical medicine. I think that physiology would 
profit equally thereby . . . there might come to be two groups 
of physiologists—the experimentalists in general physiology 
as now, and an equally important division, whose members 
would spend a definite, if not a major, portion of their time 
in the wards and laboratories of teaching hospitals. .. . 
Physiologists have machine shops for the development of tools 
necessary in the prosecution of their experiments. Why not 
machine shops in which the physiologist may develop precision 
instruments for the study of disease and its care in man ? 
What if physiology did become the handmaiden of medicine ? 
Would physiology suffer? I do not think so.”—Owen H. 
WANGENSTEEN, Proc. Mayo Clin. 1952, 27, 532. 
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Medical Societies 4 


ROYAL SOCIETY OF MEDICINE 
Function of the Hospital Outpatient Department 


TuHE sections of medicine and of general practice of 
the Royal Society of Medicine met together on Jan. 27, 
under the chairmanship of Dr. E. P. Scott, to discuss 
the Function of the Hospital Outpatient Department. 

Sir James SPENCE pointed out that the outpatient 
department was a place of many functions. The general 
practitioner referred patients to hospital for consultative 
advice or specialist examination, sometimes only to get 
rid of a troublesome person or because the patient asked for 
it. What the hospital offered might be a true consultation 
or a clinical display for students, together with specialist 
technical examinations of eyes, ears, &c., a casual- 
treatment department, and follow-up clinics. It was a 
meeting-ground not only of patient and doctor but also 
of students, nurses, almoners, and clerks, who all had 
their different views of it. The department was usually 
in the hospital cellars, lined with lavatory tiles, lodged 
like a poor relation in the space which could not be used 
for wards. He thought it a great pity that in the com- 
petition between the dispensaries and infirmaries in the 
18th and early 19th centuries the infirmaries had won. 
Having captured the outpatient work the hospitals had 
then made it subsidiary. to inpatient care, fitting it into 
cramped quarters and appointing junior men to do it. 
If many provincial suburban practitioners today had ill- 
equipped and unsuitable surgeries it was partly because 
they had copied what they had seen as students in the 
outpatient departments of their teaching hospitals. In 
the present time of rapid change it was important to 
think out what such a department should be, instead of 
continuing blindly along the old beaten track. Let us 
settle the priorities, make some experiments, and try to 
put improvements into practice. 

Sir James said he believed that, above all, the outpatient 
department should offer a true consultation on the lines 
of private practice. General practitioner and consultant 
should be personally acquainted, and the patient should 
be fully introduced by a telephone conversation between 
them. Failing that, a good letter should be sent. Best 
of all was if the practitioner could attend with his patient. 
The consultation must be completely private—just the 
consultant with the patient and his own doctor—and no 
nurses, almoners, or clerks should be allowed in the room. 
In teaching hospitals a maximum of two students might 
assist the consultant, with the patient’s permission, which 
would be given in 90% of cases. But there should be no 
clinical teaching except between cases. Students had 
plenty of other opportunities to learn physical signs 
and pathology. What they could gain only from the 
outpatient clinic was the example of an experienced 
person handling a human situation, making not only a 

medical diagnosis but an estimate of the patient’s view 
of his own illness, and the level on which explanation and 
advice could best be offered to him. The purpose of a 
consultation was to explain to, and advise, the patient 
as well as his general practitioner. Sir James said that 
when after a consultation fraught with emotion he saw 
the captain of the university football team wiping a 
tear from his eye he knew that it had been valuable to 
this student as well as the patient. 

Dr. R. J. F. H. Pinsent gave a general practitioner’s 
view, by which a hospital visit was only an incident in 
his patient’s medical life. He chose his consultants by 
the kind of reports they sent back, and tried to get to 
know those he approved of. In one year he had 2176 
first attendances at his surgery, and referred 412—nearly 
a fifth—to a hospital. About 60 of these patients were 


referred to the casualty department, which was better 


equipped than he for minor operations. Medical, surgical, 
and ear, nose, and throat clinics each received over 11%, 
while 9% saw the dermatologist. Some of these cases 
were for diagnosis, others for special investigation, 
radiography, or physiotherapy. He arranged consulta- 
tions by telephoning the hospital’s appointments bureau, 
which was, however, shut at the time of his evening 
surgery. But the real trouble was the delay in getting 
reports back afterwards. He instanced a young man 
with a presumed peptic ulcer for whom on Oct. 29 he 
arranged an outpatient appointment. The consultant 
saw the man on Nov. 3 and ordered a barium meal. 
Radiographs were taken on Jan. 7, but no report on them 
was forthcoming by Jan. 27. Meanwhile the patient, 
who called at his surgery regularly for news, was looking 
better. He had bought a book on the cure of ulcer at a 
railway bookstall and was treating himself, apparently 
with good results. Hospitals ought to send out letters 
and reports the same or the next day, on paper of a 
standard size for easy filing. 

There were too few clinical assistantships for general 
practitioners ; no form of postgraduate education did 
them more good. They ought to be always welcome as 
visitors to the outpatient department in any case, with 
or without their patients, so that it became a common 
ground where consultant and practitioner met and 
combined specialised knowledge with human under- 
standing. The practitioner might thus also be brought 
into schemes of research. Another link could be formed 
by inviting hospital registrars to visit evening surgeries— 
valuable experience for them now that a would-be 
consultant could no longer begin his career in general 
practice. But though the outpatient department should 
become a medical centre for the district, it should not 
absorb the personal health services run by local authori- 
ties. Preventive medicine lay in the general practitioner’s 
sphere. 

Brigadier G. P. Harpy-ROBERTs said that the hospital 
administrator’s job was to try to keep everyone happy ; 
but this was only possible if doctors appreciated the 
administrative difficulties. General practitioners some- 
times sent patients without mentioning which consul- 
tant’s advice (or even which clinic) they wanted, or the 
relative urgency of the case. Consultants were sometimes 
unpunctual or absent without warning. They ought to 
indicate to lay staff what bookings they wanted, and it was 
good if they could develop a ‘‘ waiting-room conscious- 
ness.’ Marshalling the patients was work for porters, 
and for educated girls who must be taught that smiling 
and lack of shyness were part of their job; providing 
these girls with white coats helped this; and porters 
were more efficient if given good uniforms and ordered 
to polish their buttons. Documentation was humbler 
work, for less intelligent girls. Nurses must be kept for 
nursing duties. Periodical staff conferences with repre- 
sentatives of each of these three divisions and of the 
consultants and registrars helped to smooth out diffi- 
culties. It would be very valuable if these conferences 
could also be attended by a representative of the general 
practitioners who used the hospital. 

From the general discussion several important points 
emerged. If more outpatients are to be seen, as modern 
conditions require, the consultant must accept responsi- 
bility for running his clinic. At the same time some of 
the patients, particularly some of the elderly, referred 
to the medical outpatient department do not really want 
to see a doctor, but benefit from attending a social club 
organised by the outpatient department ; and this saves 
the consultant’s time. Apparently not every clinic 
separates old from new cases, nor is it yet clear to all 
that a case may be urgent for economic as well as medical 
reasons. Organisation varies a good deal from hospital 
to hospital, and the best practices should be more widely 
known and imitated. 
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Reviews of Books 


Viral and Rickettsial Infections of Man 
2nd ed. Editor: THomas M. Rivers, M.D., director of 
the hospital, the Rockefeller Institute for Medical 
Research. Philadelphia and London: J. B. Lippincott. 
1952. Pp. 719. 60s. 

THE second edition of Rivers is about half way in 
size between some recent pocket-size textbooks of 
virology and a well-known portmanteau-size reference 
book. It combines successfully the readability of the 
former with the erudition of the latter. In his preface 
Dr. Rivers suggests that the book may fulfil a need of 
medical students and practising physicians, but it 
seems unlikely that many of these busy people will have 
time to study another new specialty in the detail pro- 
vided here. The book should appeal much more to 
bacteriologists, research students, and others interested 
in learning or teaching virology, and to physicians and 
public-health workers specialising in the treatment of 
infectious diseases. It is beautifully printed and illus- 
trated and should be a great help to many would-be 
virologists in distress. 


This omnibus of virology carries contributions from many 
well-known experts. (In this case an expert is one who has 
spent considerably more than the customary one-year period 
studying his subject.) The first nine chapters describe general 
aspects of the study of virus diseases, physical, chemical, and 
serological techniques, methods of cultivating viruses in 
fertile eggs and tissue cultures, epidemiology, interference 
between viruses, and diagnosis. Then follows an excellent 
chapter on bacteriophages, which earn their inclusion in a 
textbook of viral infections of man by the important light 
they have thrown on methods of virus multiplication. After 
these lengthy preliminaries we come to the individual virus 
diseases, and it is good to see that for once the patient and 
the epidemic receive more attention than the virus, This 
book is supported by a grant from the National Foundation 
for Infantile Paralysis, which may perhaps explain the greater 
respect paid to neurotropic than to respiratory virus diseases. 
Chapters on hemagglutination by Hirst, epidemiology by 
Maxcy, rabies by Johnson, and yellow fever by Theiler are all 
that could be wished for. An otherwise excellent chapter on 
poliomyelitis is spoilt by its cursory treatment of tissue- 
culture techniques in the study of this disease. Some chapters 
tend to be more autobiographical than is desirable in an 
objective account of research, and here and there will be found 
odd sins of omission and commission. This edition is brought 
up to date with accounts of cat-scratch fever and of diseases 
caused by the Coxsackie viruses, and it is obvious that a big 
attempt has been made to refer to all the latest advances. 


Osteo-arthritis of the Hip 


W. ALEXANDER LAW, 0O.B.E., M.D., F.R.C.S., assistant 
orthopedic surgeon, London Hospital ; associate surgeon, 
Robert Jones and Agnes Hunt Hospital, Oswestry. 
London: Butterworth. 1952. Pp. 87. 25s. 


ALTHOUGH this little monograph surveys briefly the 
causes and treatment of osteo-arthritis of the hip, it is 
mainly concerned in reflecting Mr. Law’s well-known 
interest in its management by vitallium cup arthro- 
plasty. In a very personal account of case-histories and 
technique he shows just what success can be obtained 
by meticulous attention to the details of case-selection, 
operation, and aftercare; though perhaps he does not 
make it sufficiently clear that this procedure is essentially 
one for the superlative technician, and that, in average 
hands, the acrylic prosthesis may yield good results 
with less expenditure of effort. 


Le trachome 
Rocer Narar, ophtalmologiste des Hépitaux ; membre 
associé de l'Institut Pasteur de Tunis. Paris: Masson. 
1952. Pp. 426. Fr. 3700. 


THE name of Dr. Nataf and that of his collaborator 
Dr. Cuenod is already well known to ophthalmologists 
for biomicroscopical investigations of the conjunctiva, 
which has included much work on trachoma. Now 
Dr. Nataf, working at the Institut Pasteur of Tunis, 
gives us a complete account of trachoma in all its possible 
ramifications, even including its medicolegal aspects. 


Dr. Jean Sedan also contributes a chapter on the physio- 
pathology of the trachomatous eye. 

In the British Isles trachoma is hardly a problem, 
for few new cases arise, and treatment is almost confined 
to the late complications of trachoma contracted else- 
where; but in the Middle and Far East trachoma remains 
the major ophthalmic scourge, responsible for more 
blindness than any other ophthalmic disease. The 
medical world at large will, therefore, be grateful to 
Dr. Nataf for his excellent monograph, which gives us 
all the benefit of the 25 years he has spent studying this 
condition. 


Manual of Electrocardiography 


B. F. Smirn, M.D., professor of clinical medicine, Baylor 
University College of Medicine. New York and London : 
Elsevier Press. 1952. Pp. 215. 32s. 


Tus is a description of electrocardiography reduced 
to the smallest compass, but every word is to the point. 
The principles are clearly set out and applied to the 
explanation of many abnormal tracings, giving the 
student for higher examinations and the general physician 
an insight into the way in which most abnormalities are 
caused. This will also be appreciated by the cardiologist, 
who can also occupy himself by considering how he would 
explain those changes, particularly in the T-waves, not 
covered by the author. There is little to criticise ; but 
the advice on precordial leads is out of date, some of the 
tracings are of poor quality and in none of them are the 
waves labelled; and there are a few typographical 
errors. A quarter of the book contains tracings from 
patients, accompanied by the post-mortem reports, but 
without comment or explanation, the reader being left 
to make his own correlation. This is an excellent feature, 
but the final chapter, entitled ‘“‘ Pen Pictures of 
Cardiology,” is out of place. 


Infant Development 


The Embryology of Early Human Behaviour. 
GESELL, M.D. London: Hamish Hamilton. 
Pp. 108. 21s. 


OvER a period of thirty-five years, Dr. Gesell has 
produced no less than twenty-five books on his chosen 
subject, besides the films he has used to an increasing 
extent in demonstrating facets of early human develop- 
ment. Infancy and Human Growth, which appeared a 
quarter of a century ago, was an important paediatric 
landmark, and did much to stimulate other workers in 
the same field. With the passage of the years, and the 
development of cinematography, the author’s publications 
appear to have become, to an increasing extent, running 
commentaries, and to describe the present volume as 
““the book of the film ’”’ would be less inaccurate than 
when a similar description is applied to, say, Kidnapped 
or War and Peace. The style at times is perilously near 
the pompous, and many will prefer the author’s earlier 
writings. 


ARNOLD 
1952. 


Symptoms and Signs in Clinical Medicine (5th ed. 
Bristol: John Wright & Sons. 1952. Pp. 480. 35s.).—It is five 
years since the last edition of Dr. E. Noble Chamberlain's popu- 
lar textbook appeared. As before, there are many illustrations, 
most of them clear, well chosen, and helpful to the text. Many 
chapters have been revised and one or two completely 
rewritten, including that on medical operations and investiga- 
tions, a particularly useful part of the book. A new feature, 
much to be welcomed, is a short glossary showing the origin 
and meaning of many of the words which all students have to 
meet for the first time. 

The book is likely to remain a valued friend to student, 
houseman, and practitioner. 


Gynecologic and Obstetric Pathology (3rd ed. Phila- 
delphia and London: W. B. Saunders. 1952. Pp. 595. 50s.).— 
Prof. Emil Novak’s well-illustrated textbook emerges in good 
form from a thorough grooming at the hands of its careful 
author. The sections on carcinoma of the cervix, hydatidiform 
mole, chorionepithelioma, and several other topics have been 
revised to express modern opinion, and there is an informative 
new chapter on diseases of the breast—an organ which 
gynecologists have only recently discovered. The pictures 
are as good as ever, and nearly a hundred new ones appear in 
this edition—some of them replacing less successful earlier 
versions of the same subjects. 


UE 


Tue Lancet] THE LANCET GENERAL ADVERTISER 


tHtt +H 


Graph showing percentages 
of average age of onset of 
menopause, drawn from figures 
compiled by the Council of 
Medical Women’s Federation 
in England, 
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Why MIXOGEN is prescribed 
for menopausal symptoms 


Because it is now established that :— 
HB combined male and female hormone treatment is the most 
effective in this condition. 


Hl the correct balance of the two hormones is essential both 
for efficacy and economy—determined by extensive clinical 
trial in the U.K. and unique to Mixogen. 


BB both the hormones in Mixogen are completely effective 
when swallowed—thus maximum, immediate relief is given in 
the simplest and most convenient way. 


6) Dosage: Initially | -2 tablets daily, reducing when possible. 


Packs: Perspex tubes of 25 tablets and bottles of /00, 
250 and 500. Literature on request. 


MIXOGEN 


ORGANON LABORATORIES LIMITED 
BRETTENHAM HOUSE, LANCASTER PLACE, LONDON, W.C.2 


Telephone: TEMple Bar 6785-6-7, 0251-2. Telegrams : Menformon, Rand, London 
25 
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Ever Widening... 


Chloromycetin, the first synthetic antibiotic, stands at the centre 


of an ever-widening circle of chemotherapeutic achievement, 
from its first clinical successes against the Rickettsiae; next 
against many viruses, then Gram-negative and Gram-positive 
organisms. With its variety of forms, easy administration 
and versatility, Chloromycetin is the dominant 
antibiotic of today—and its full impact has 


yet to be measured. 


CHLOROMYCETIN 
_ CAPSULES 


PADIATRIC 
CHLOROMYCETIN 
PALMITATE 


CHLOROMYCETIN 
OPHTHALMIC 
CHLOROMYCETIN 
OPHTHALMIC OINTMENT 
CHLOROMYCETIN 

CREAM 


CHLOROMYCETIN 
TOPICAL 


Parke, Davis & Company, Limited inc. U.S.A. Hounslow, Middlesex. Telephone: Hounslow 2361. 
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LONDON : SATURDAY, FEB. 7, 1953 


Outpatients 


LookING at the country as a whole, the state of 
outpatient departments is unsatisfactory both to 
patients and to doctors. The reasons are not hard to 
find. In the old days the care of inpatients had first 
claim on the limited resources of voluntary hospitals, 
and consequently the outpatient department was 
often cramped and sometimes badly placed in some 
part of the hospital, such as the basement, which 
could not conveniently be used for other purposes. 
Few of the municipal hospitals had developed any 
outpatient services at all, and the pressure thus 
thrown on neighbouring voluntary hospitals was often 
very heavy and quite out of proportion to their 
number of beds. Before the war, many hospitals 
never caught up with local expansions of population— 
in the heyday of pre-war building, Middlesex county 
was expanding at the rate of 1000 people a week— 
and the failure to provide sufficiently for new demands 
is the cause of some of our present difficulties. (Even 
today, when we build new towns we do not build new 
hospitals to serve them.) Since the war many hospitals, 
especially in Greater London, have been faced with a 
growing demand for outpatient facilities, but have 
been severely restricted in any kind of new con- 
struction. It is hardly surprising, therefore, that a 
general dissatisfaction with existing arrangements for 
outpatients should have been evident when these were 
discussed at the Royal Society of Medicine’s meeting 
which we report on p. 275. 

The functions fulfilled by an outpatient department 
are various and sometimes numerous. They provide 
the patient and his doctor with the opinion of a 
consultant ; they enable special diagnostic investi- 
gations to be made ; they may accommodate services 
such as eye-testing; they may include supervisory 
clinics for patients with particular diseases such as 
anemia or diabetes, and for those whose progress 
after treatment, is being watched; and in some 
hospitals they are of course used for teaching. Their 
most important service to the community is probably 
the provision of a second opinion, which should be 
based on a careful history and thorough examination, 
with necessary investigations, followed by adequate 
discussion with the patient. Some would say that 
transmission of the results of the various investigations 
. te the patient’s doctor, and the application of a 
diagnostic label, are of less moment than the 
reassurance and help the patient will get from a 
proper consultation. But unfortunately, with exces- 
sive pressure on outpatient departments, the patient- 
consultant relationship is bound to become impersonal, 
and what is perhaps the most valuable function is not 
properly performed. In the eyes of the public, for 
whom the National Health Service has been organised, 
delay in securing an appointment is another grave 
defect. Before the war, outpatients often had to wait 
some hours before they were seen ; but at least their 
initial attendance was not postponed for some weeks, 


as all too often happens under the system by which 
patients are given appointments for particular dates. 

At the Royal Society of Medicine, Sir JAMES SPENCE 
laid stress on the need that outpatient departments 
should provide a true consultative service, and he 
laid down conditions under which this could be 
achieved. The patient, he said, should be properly 
introduced by letter or telephone ; a specific appoint- 
ment should be arranged ; the history should be taken 
privately without a nurse in attendance; and at a 
teaching centre not more than two students should be 
present, and then only with the patient’s consent. 
No teaching should be done in the presence of the 
patient, who should have the consultant’s undivided 
attention. The consultant must not be content with 
making a diagnosis, but must explain and discuss the 
malady in terms that the patient clearly understands, 
carefully eradicating any misconceptions the patient 
may have formed. And finally a prompt report must 
be sent to the general practitioner. To some of Sir 
JAMES’s hearers, who do their work in crowded out- 
patient departments where fifty or more patients 
attend in one session, some of these conditions must 
have seemed hopelessly unattainable. But even if the 
ideal consultation cannot be achieved at present, its 
acceptance in principle would be a sound basis for 
much-needed reorganisation in hospitals, and also 
perhaps a contribution towards improving conditions 
of general practice. Sir JAMES SPENCE believes that 
radical improvement in the outpatient departments of 
teaching hospitals is essential if we are to give medical 
students satisfactory standards. He thinks that the 
inadequacy of the consulting-rooms to be found in 
many practices is related to the inadequacy of the 
accommodation for outpatients at the hospitals 
where the practitioners were taught. 

Even without new buildings many outpatient 
arrangements could be appreciably improved by 
careful reorganisation and attention to detail. In 
working appointment systems, which have been 
usefully studied by investigators of the Nuffield 
Provincial Hospitals Trust,’ it is important to separate 
old and new patients, and the consultant should accept 
some responsibility for timing in his particular clinic. 
The number of appointments should be carefully 
related to the number of doctors working in the depart- 
ment, and unnecessary work should be eliminated 
by returning patients to their own doctor as soon as 
possible. (Many of the less senior members of hospital 
staffs probably have no idea how greatly many 
practitioners resent having patients removed by the 
hospital from their immediate care, when they have 
asked only for some diagnostic procedure.) The 
division of administrative responsibility between the 
hospital secretary, records officer, outpatient sister, 
and medical staff has often hindered necessary changes 
in routine, and, though the responsibility is essentially 
a medical one, the medical staff may properly organise 
a subcommittee, céopting others who may be con- 
cerned. These should include a local practitioner, 
whose point of view may be invaluable, and who can 
speak from experience of, for example, the advantage 
of having reports written on notepaper that fits easily 
into the National Health Service envelope. The 
hospital secretary, if he takes a keen personal interest, 
can do much to promote the smooth running of out- 


1. Welch, J. D., Bailey, N. T. J. Lancet, 1952, i, 1105. 
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patient arrangements, and at the Middlesex Hospital 
Brigadier Harpy Roperts has found it helpful to 
hold outpatient staff conferences, which can some- 
times solve problems previously deemed insoluble. 

Unfortunately it is very hard to organise improve- 
ments in an outpatient department (or in any other 
concern) which is already overburdened by numbers ; 
and, though most references to hospital are perfectly 
reasonable, it is possible that practitioners could help 
to make conditions better if they exercised their right 
of consultation a little more sparingly. Sir JamEs 
SPENCE found that a meeting with general practitioners 
to discuss doctors’ letters was well received, and if 
B.M.A. meetings were held to consider local problems 
they would bring out many constructive criticisms 
and help everyone concerned. Alternatively, the 
subject could be considered by the local liaison com- 
mittee, where such exists. Another and very impor- 
tant means of reducing the pressure on consultative 
outpatient departments is to provide “ direct access ” 
for practitioners to pathological and _ radiological 
investigations—an arrangement which is greatly 
appreciated and rarely abused. In practice it is 
found that the special departments have very little 
extra work to undertake. 

In all such arranging, the standpoint of the patient 
needs to be kept in mind. Good signposting is a 
help to the newcomer, and so is the assistance of 
receptionists in the entrance-hall to promote the 
regular flow of patients with their notes. The use of 
trained nurses for such work is quite unjustifiable, 
and the duties of outpatient nurses should be restricted 
to assistance with medical procedures. Wherever 
possible departments should come to the patient and 
not vice versa: thus a circuitous journey to the 
pathological laboratory may be avoided if accommoda- 
tion is provided in the outpatient department where 
the common pathological tests can be made. Similarly 
ancillary medical staff such as dietitians should have 
accommodation in the department to enable them to 
attend various clinics. But the main consideration is 
that good facilities for outpatient consultation should 
enable the consultant both to provide guidance to 
patient and doctor and at the same time to reinforce 
the patient’s confidence in what is being done for him. 


Prevention of Rheumatic Fever 


Ruevmatic fever is a manifestation of infection 
of the upper respiratory tract with group-A hemo- 
lytic streptococci. More than twenty years of 
epidemiological and immunological investigation sup- 
port this statement, and, although we know dis- 
appointingly little about the details of the relationship, 
present methods of preventing rheumatic fever are 
based on the inference that control of streptococcal 
respiratory infection will reduce the incidence of 
primary and recurrent rheumatic attacks. The 
results of clinical trials of prophylaxis with sulphon- 
amides or penicillin suggest that this inference is 
justified. 

In the United States streptococcal infections and 
rheumatic fever reach a peak during the early spring. 
The American Heart Association’s committee which 
has been studying the prevention of rheumatic 
fever has therefore chosen this moment to publish 
its recommendations, which are being widely dis- 
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tributed to doctors, medical societies, health depart- 
ments, and medical ancillaries, as part of a general 
campaign for the prevention of this disease. This 
statement, which we reproduce on p. 285, is a useful 
and simple account of the use and hazards of 
sulphonamides and penicillin in the treatment of 
streptococcal respiratory infections in general, .and 
in the prevention of streptococcal infection in rheu- 
matic subjects. In England and Wales the peak 
of streptococcal infections comes later in the year 
than it does in the United States: both scarlet fever 
and rheumatic fever are ysually commonest during 
the last quarter of the year.t. The American state- 
ment is none the less a timely reminder of what can 
be done: the application of a general policy designed 
to prevent rheumatic fever in this country remains 
of the first importance, for, quite apart from recur- 
rences induced in rheumatic patients, rheumatic 
sequele probably complicate 1-2°, of streptococcal 
upper respiratory infections. The main points made 
by the committee are now well established, but they 
cannot be given too much emphasis. In the treat- 
ment of streptococcal infections, intramuscular 
procaine penicillin, given early and continued until 
the organisms are eradicated from the throat, has 
amply proved its worth.2 Sulphonamides are not 
recommended, and oral penicillin gets second place, 
for though it is known to be useful its reliability for 
this purpose has not yet been sufficiently widely 
assessed. In the prevention of streptococcal infection 
in rheumatic subjects, the population at risk includes 
al] those under the age of 18 who have had rheumatic 
fever or chorea, and also all those over this age who 
have had an attack within 5 years, for the risk of 
recurrence seems greatest within this period. The 
problem here is a much bigger one than that of treat- 
ment: prophylaxis should be applied continuously 
within these age-limits—an expensive business— 
and partly for this reason the choice of the American 
authorities has fallen on sulphadiazine. Patients 
in hospital recovering from acute rheumatic attacks 
may be successfully launched on their course of 
sulphadiazine, but their supervision as outpatients 
afterwards calls for considerable organisation. Toxic 
effects, though rare after the first 8 weeks of 
prophylaxis, should be watched for ; routine examina- 
tion for signs of rheumatic recurrence should be carried 
out; and it is probably desirable to test the urine 
occasionally to make certain that the drug is being 
taken. Although resistant streptococci have appeared 
—with devastating results—when mass prophylaxis 
has been applied to closed communities under Service 
conditions,‘ in the individual rheumatic patient taking 
sulphadiazine at home the risk is not nearly so great. 

But sulphonamides have their shortcomings, and 
the superiority of penicillin in exerting a bactericidal 
rather than bacteriostatic action, in effectively 
eliminating the streptococcal carrier state, and in 
only rarely producing penicillin-resistant strepto- 
cocci has prompted a search for practicable methods 
of penicillin prophylaxis. Penicillin has been given 
orally, but there are disadvantages: it is a more 


1. Rowlands, A. B. Brit. med. J. 1938, ii, 15. 

2. Wannamaker, L. W., Rammelkamp, C. H., Denny, F. W., 
Brink, W. R., Houser, H. B., Hahn, E. O., Dingle, J. H. Amer. 
J. Med. 1951, 10, 673. 

3. Bland, E. F., Jones, T. D. Circulation, 1951, 4, 836. 

4. Finland, M. Bull, N.Y. Acad. Med. 1951, 27, 199. 
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costly method and the drug has to be given on an 
empty stomach. Serious toxic reactions, however, 
are rare. Until lately parenteral penicillin has not 
been thought feasible for such long periods of 
prophylaxis, but the recent introduction of a particu- 
larly long-acting preparation (N,N’-dibenzylethylene- 
diamine dipenicillin G) brings penicillin prophylaxis 
within the bounds of practicability. This drug 
(benzethacil or ‘ Bicillin’) has no significant toxicity, 
and has the advantage of being very sparingly soluble 
(its solubility in water is equivalent to about 200 units 
of penicillin per ml.). FrercHer and Kwnapperr 5 
have now investigated the use of this compound, and 
STOLLERMAN and Ruvsorr® in New York have 
reported a trial of its use as a prophylactic in 
rheumatic children in hospital. Both investigations 
show that it is possible to maintain low serum levels 
of penicillin continuously in an encouragingly high 
proportion of individuals by means of simple intra- 
muscular doses spaced at intervals of as long as a 
fortnight. The serum levels attained are variable, 
and may be very low or even intermittent. It is 
possible that this might favour both the emergence 
of resistant strains and the development of drug 
hypersensitivity ; but neither of these troubles has 
so far proved to be a serious complication. In the 
American trial, the value of the drug as a prophylactic 
against rheumatic recurrences was not established, 
for although none occurred, there was only one 
recurrence in untreated patients in the same hospital 
during the period of the trial. Further experience 
is therefore required to estimate its value in 
prophylaxis. But it might be hard to justify a trial 
of this kind in Great Britain, where it is widely 
believed that recurrences of rheumatic fever are quite 
uncommon—an opinion that cannot be challenged 
without extensive follow-up data. At all events, 
it is well to remember, in the light of the American 
Heart Association’s statement, that there are gaps 
in our knowledge of the natural history of rheumatic 
fever in this country. 


Law and Public Feeling 

Laws are at best rules of thumb, designed to do, 
under average conditions, the “greatest good to the 
greatest number.” There will always be some 
criminal cases where the outcome leaves the public 
conscience uneasy. Is it logical to hold an adolescent 
fully responsible for his actions at 18 but not at 17 ? 
Naturally not. Many factors influence his stage of 
maturity, including his genetic endowment, his 
endocrine development, his education and training, 
his emotional experiences, and his own choices. Yet 
the law must rule a line somewhere, and declare that 
roughly speaking most people are responsible for what 
they do at and after such and such an age ; and until 
we encounter a case such as that of Bentley and Craig 
we are prepared to accept that this should be so. When 
the margin is narrowed, however—when a young man 
of 19 is sentenced to death for inciting another, in a 
moment of violent excitement, to shoot—we are 
obliged to ask ourselves whether in holding to the 
letter of justice we are letting the spirit escape. The 
issue of the Times which announced the execution 


5. Fletcher, A. P., Knappett, C. R. Brit. med. J. Jan. 24, 1953, p. 188, 
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of Bentley also carried a report of two boys at Trow- 
bridge who have been stealing from safes and churches, 
who have used stolen money to buy firearms, knives, 
and a tent, and who resisted arrest, striking the police 
officer in the face and abdomen. Their ages are 16 and 
14, and they have been sent for three years to an 
approved school, where they will have a 3 to 1 or 4 to | 
chance of reform. The discrepancy between their 
punishment and that of Bentley (whose offence was 
of the same order though of greater degree) seems 
startlingly wide. Against these considerations we 
have to set another: we are properly proud that our 
police do not ordinarily carry firearms, and if we ask 
them to face the risks this entails we must stand by 
them fully when such arms are used against them. 
It is generally held that the only way to do this is to 
deal severely with anyone who attacks them, and 
that in such cases the prerogative of mercy should 
not be exercised. According to law and practice, 
therefore, Bentley was justly hanged. If we think 
that nevertheless justice was not done, then we do 
not like the law or the practice. There is an 18th- 
century record of a boy of 11 who was justly hanged 
for a small theft. We have since found that law both 
intolerable and unnecessary. 

These perhaps are not directly medical concerns ; 
but the psychological atmosphere evoked by the 
recent execution certainly is. What are the motives 
which bring five hundred people to the gates of a 
prison where a man is being hanged? What lies 
behind the public emotion which this case has excited ? 
Does such an experience do people good or harm ? 
Answers to these questions must be largely guess- 
work, but there are some small pieces of evidence on 
which to base a guess. The Manchester Guardian 
correspondent who watched the scene at Wandsworth 
saw, among those present, members of an association 
formed for the abolition of capital punishment, who 
sang a hymn and a psalm; a woman who had lived 
in the same street as Bentley; a man who had 
attended the last fifteen such occasions, who said 
“Nice fresh June morning and a little more sun, 
that’s what you want really’; and four people who 
had taken a taxi from Birmingham in order to be 
there. Thus this relatively small crowd contained 
representatives of the types who used to flock to public 
hangings and burnings: those who used the event to 
protest against the law as it stood, and who tried to 
bring the condemned man some message of religion ; 
those who derived a frisson from a macabre occasion ; 
those whose idle curiosity was not bridled by any 
sense of embarrassment ; and no doubt others who 
came to see what it was like, or because a friend had 
brought them, or because they thought it could not 
really happen, or because they were passing at the 
time and saw the crowd, or because they thought we 
had grown a lot too soft with criminals and things 
needed tightening up. None of these motives—except 
the first and the last, which can be defended by 
argument at an intellectual level—deserves respect ; 
and it was because the country as a whole did not 
respect them that public executions were given up. 
Nevertheless it is clear that the same motives still 
operate, and would doubtless be manifest on a much 
larger scale if sanctioned and encouraged by public 
opinion. Restitution of public executions would 
suffice to restore the audiences. 
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It is true, no doubt, that society wishes to be 
avenged on evil-doers; for in this way an inner 
tension is released and public anger is assuaged. 
Those seeking to restore judicial flogging also take 
this human desire for vengeance into account. Some, 
indeed, argue that this kind of emotional release helps 
to prevent aggression appearing in less controllable 
forms—as war, for instance. But history does not 
seem. to support this opinion: in the days of abomin- 
able public executions—burnings, quarterings, break- 
ing on the wheel—wars were as common as now ; 
and the atrocities done in wars of our own day have 
been of the same ugly pattern as those done at the 
sacking of ancient cities. On the contrary, an appetite 
for cruelty grows by what it feeds on : wide experience 
of brutality does not fit a man to be humane. Moreover 
the enjoyment of other people’s suffering is, like other 
vices, infectious ;. people respond insensibly to the 
standards of those around them, and can be oriented 
to base pleasures quite as readily as good ones. 
Whether an execution is actually seen or merely 
imagined, the mental effect is qualitatively the same, 
and in our view the perpetual public preoccupation 
with the condemned cell and the gallows is harmful 
to the mental health of society. 

To the English, at any rate, revenge is seldom a 
fully satisfying experience ; it carries too much guilt 
with it. In the case of Bentley the public sense of 
guilt seems to have been strong—far stronger than 
the desire for vengeance. The youth of the prisoner, 
the fact that he did not fire the shot, and that he was 
angry and excited when he shouted to Craig, have 
carried weight with a generation which is beginning to 
have a shadowy new conception of the nature of 
adolescence. In this first change of life the endocrine 
imbalance is expressed in symptoms ranging from 
noisy laughter, group enthusiasms, fantasy, exhibi- 
tionist attire, and transient homosexual attachments 
to such graver manifestations as manic and schizoid 
episodes, delinquency, and crime. In the case of the 
Trowbridge boys a fantasy is suggested by their 
purchase not only of firearms and knives but of a tent, 
and some similar factor may have been at work in 
Bentley’s case. An element of fantasy in a crime 
neither excuses nor fully explains it, but it may throw 
some light on the mechanism. Daydreaming generally 
puts the dreamers into positions of success and power, 
but these are attained quite as often through virtue, 
courage, and brilliance as through lawlessness or 
oppression of others. If fantasies of easy success 
through ruthless action persist to an age when they 
should have been outgrown and are expressed in 
antisocial deeds, where does the blame lie 2? Granted 
free will, much of it lies, of course, on the youth 
himself. He has chosen his antisocial fantasies, and 
has resisted good advice and other influences guiding 
him into socially acceptable behaviour. On the other 
hand, society shares the blame for not providing him 
with worthier objects for his fantasies, for not giving 
the good advice with more authority and enthusiasm, 
and for failing to train him successfully in citizenship. 
Part of the emotion over Bentley’s fate can doubtless 
be identified with a morbid taste for’ executions, 
acceptably disguised ; and part sprang from an illogical 
idea that (since he did not fire the shot) the rules of 
fair play had been infringed. But part at least was an 
acknowledgment of society’s share in the responsibility: 
and that is as it should be. 


Annotations 


CONTROL OF DRUG SALES 


It is manifestly undesirable that pharmacologically 
potent substances should be freely accessible to the 
public. The supply of poisons has been restricted for 
over a century; but the rise of chemotherapy, and 
notably the introduction of the sulphonamides and 
penicillin, increased temporarily the tendency to self- 
medication with compounds that should be used with 
care. Soon the sulphonamides were scheduled as poisons ; 
and in 1947 a special Act was passed to curb the indis- 
criminate use of penicillin. Under this Act the sale and 
supply of penicillin products was restricted. so that they 
could be obtained only on prescription or for treatment 
by, or in accordance with the directions of, a medical 
practitioner. Later a similar ban was placed on strepto- 
mycin, aureomycin, and chloramphenicol. Now the 
Therapeutic Substances (Prevention of Misuse) Bill has 
been introduced into the House of Lords, to modify the 
Penicillin Act by permitting any therapeutic substance 
to be subjected to the provisions of that Act if it appears 


“to be capable of causing danger to the health of the. 


community if used without proper safeguards.’’ Any 
specific substance would be controlled by regulation, but 
only after consultation with the Medical Research Council. 
The prospective regulations will presumably make little 
change in medical practice, since the Penicillin Act itself 
has had no hampering effect ; but these regulations will 
help to save the public from mishaps through uncontrolled 
use of substances whose supply cannot be regulated 
under the poisons law—phenylbutazone, for example, 
may be named in them. The Bill also seeks power to 
relax the regulations of the Penicillin Act so that it can 
be used for agricultural purposes—presumably the 
fattening of livestock. 


MATING AMONG VIRUSES 


THE demonstration by Delbrick and Bailey? that 
bacteria simultaneously infected with two different but 
related bacteriophage strains yielded progeny with 
characters derived from both ‘ parent’? phages was 
received with unusual interest. At once a great deal of 
speculation on the methods of virus reproduction was 
aroused. Hershey and Rotman? kept the pot boiling 
briskly with their detailed studies of the mating habits 
of a group of bacteriophages. From an analysis of the 
numbers of recombinants among the progeny from 
different ‘‘ parent ’’ phages, they were able to construct 
what are virtually chromosome maps for the particular 
“genes ’’ which they investigated. The possibility of 
carrying out similar studies with influenza viruses has 
lately been engaging the attention of Burnet and his 
colleagues in Melbourne. 

Burnet and Lind * found that when a mixture of an 
influenza virus (MEL) with a neurotropic influenza variant 
(NWs) was inoculated intracerebrally in mice it was 
possible to recover from the mouse brain a virus bearing 
the serological characters of MEL and the neurotropic 
properties of Nws. They suggested that recombination, 
analogous to that described for bacteriophages, had taken 
place. But there was another possible explanation for 
these results; the “‘ recombinant ’’ might simply have 
been a neurotropic mutant of MEL which would grow 
happily in the mouse brain, the mutation being in some 
way favoured by the presence of the Nws. In an attempt 
to exclude this possibility, Burnet et al.* have now 
looked for evidence of recombination in viruses grown 


1. Delbriick, M., Bailey, W. T. Cold Spr. Harb. Symp. quant. Biol. 
1946, 11, 33. 


2. Hershey, A. D., Rotman, R. Genetics, 1949, 34, 44. 
3. Burnet, F. M., Lind, P. E. J. gen. Microbiol. 1951, 5, 67. 
4. Deram F- M., Fraser, K. B., Lind, P. E. Nature, Lond. 1953, 
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in fertile eggs. They found that similar recombinants 
could be recovered from chick brains after inoculation 
of MEL and Nws on to the chlorio-allantois. In addition, 
evidence was produced that recombinants resulted from 
double infection of cells with these viruses under con- 
ditions where simple mutation of MEL was most unlikely. 

Burnet et al. next turned their attention to the 
influenza strains MEL and ws, which they could dis- 
tinguish from one another by six different characters. 
The two viruses were grown together in eggs under 
conditions where recombination might be expected to 
occur, and the progeny were examined for the six differ- 
ential properties. Out of a litter of 41 viruses, 22 were 
exactly like the parent MEL and 4 like the parent wseE. 
The remaining 15 showed a remarkable reciprocal 
interchange of properties. Only two of the six properties 
changed over and they were transferred together, so 
that only two types of recombinant were found. This 
result excludes a random reassortment of characters as 
an explanation of the recombination : it suggests rather 
that in a casual encounter in the same cell the two 
viruses may have exchanged some superficial character- 
istics only. It is clear from this work that the cell wall 
is no longer an impenetrable curtain which can protect 
the virus from the biologist’s inquisitive gaze. 


MEDICINE IN UGANDA 


A WEEK or two ago we commented on the dryness 
of the report of the Sudan Medical Services... Further 
up the Nile ink seems to flow more freely ; the report 
for 1951 of the Medical Department of Uganda? is 
a much more lively account. This report not only gives 
a good summary of the work accomplished, but sets out 
in language easily intelligible to the layman the problems 
before doctors in the protectorate and their relation to 
social and economic conditions. 

Although demands for more curative services continue 
unabated, some African communities are beginning to 
appreciate the importance of prevention and are asking 
for additional health workers. Local authorities are 
showing an increasing interest in the control of endemic 
diseases, especially leprosy, yaws, and_ bilharziasis. 
At present in Uganda about 3s. per head is spent on 
the health services each year, whereas the corresponding 
figure in Great Britain is £8. More money is needed 
to pay for new services, but these services will also 
need men and women suitably trained to run them ; 
many African candidates for training as nurses, mid- 
wives, and medical assistants lack a proper vocational 
outlook. The majority of the diseases which give rise 
to the heavy demands for increased curative resources 
are due to defective nutrition, defective housing and 
sanitation, inadequate water-supplies, and dangerous 
personal habits. The treatment of many complaints 
can only be palliative with heavy recurrent costs and 
with little effect on the patients’ disabilities or on the 
loss of man-power. Some African local authorities tend 
to equate medicine only with penicillin and similar 
powerful drugs; yet it should be possible without 
very heavy expenditure to reduce the prevalence of 
some of the more disabling diseases: how healthy 
Uganda can be is shown by the fact that in 1951 not 
one of the 21 deaths in the European population of 
about 5600 was attributable to a tropical disease. 

Discussing venereal diseases, the report says that 
“most of the treatment given for syphilis is largely 
a waste of drugs,’’ since few patients (in one district 
less than 1°%) who start treatment completed the minimum 
course of injections. Further ‘‘ schemes of venereal 
disease treatment having the avowed object of making it 
easy for the sufferer to get rapid relief, with no con- 
comitant attempts to discourage promiscuity or encourage 
1. > ot. Jan. 24, 1953, p. 200. 


Annual Report of the Medical Dapeieet of Uganda Protec- 
torate for 1951. Entebbe, 1952. Pp. 84. 3s. 


family. life, are little to the community.” 
Kwashiorkor is, of course, widespread in Uganda, 
and much of our knowledge of this disease comes from 
the Mulago Hospital. A real attempt is being made to 
tackle problems of maternal ignorances which contribute 
much to its «etiology. Health education is ‘ centred 
around the women, aiming at the encouragement of 
domestic hygiene, clean food, good dietary balance and 
the mother’s pride in and love for her child. Most of this 
teaching has to be given at rural welfare centres, as 
health visiting is made difficult by the extent to which 
the population is scattered. A qualified health visitor 
is at work in a rural area in Buganda.”’ 

The medical staff are to be congratulated on a most 
readable report which can be commended to any young 
person who is embarking on a career either in government 
service or in business in Uganda. A map and a few photo- 
graphs would help readers unfamiliar with the country. 


REACTIONS AFTER EXCRETION UROGRAPHY 


SIDE-REACTIONS to the injection media used for 
excretion urography are well known in all X-ray depart- 
ments; they are usually mild and transient. Inman? 
has lately tried to classify these reactions in relation to 
the media normally used. Two drugs are in common 
use: diodone B.P. (‘ Pyelosil,’ ‘ Perabrodil,’ ‘ Uriodone,’ 
Pylumbrin ’) and iodoxyl B.P. (‘ Pyelectan,’ ‘ Uropac,’ 
‘ Uroselectan B,’ ‘ Urumbrin ’). Diodone is supplied as a 
35% or 50% w/v solution and has a pH of 7 to 8; and 
iodoxyl is a 75% w/v solution with a pH of 8-5. For 
adults the dose of each is 20.ml. Diodone has the out- 
standing advantage that it can be administered sub- 
cutaneously or intramuscularly, if a suitable vein is not 
available. The solution is usually diluted with sterile 
water to 15% and administered with hyaluronidase to 
speed absorption. The iodoxyl compounds, on the other 
hand, cause tissue necrosis and cannot be given in this way. 

From his observations of over 600 patients investigated 
by intravenous pyelography, Inman finds that the side- 
reactions fall into two main groups: general reactions 
(vomiting, flushing, and unusual sensations of heat and 
taste) and local reactions (pain at the site of injection or 
up the arm owing to venospasm, tissue necrosis, and 
local venous thrombosis). Local reactions were much 
commoner with iodoxyl. Venospasm occurred in 39% 
of the 189 patients*who were given iodoxyl, but in only 
1% of the 286 who had diodone. Inman points out the 
importance of venospasm and its possible relation to 
subsequent venous thrombosis: Kemp? reported a 
significant number of cases of venous thrombosis in 
patients seen 10-14 days after intravenous pyelography. 
But venous thrombosis is not necessarily confined to 
patients who show venospasm. 

General reactions were equally prevalent with diodone 
and iodoxyl, suggesting that they have a common cause 
not directly related to the pharmacological properties of 
these two drugs. In a group of 12 patients given diodone, 
Inman demonstrated that the skin-temperature of the 
forehead rose by 0-8°-2-2°C, and returned to normal after 
30-45 minutes. Evidence of mild idiosyncrasy to diodone 
was found in 1% of the patients: there was puffiness of 
the eyes and an urticarial or papular skin rash, which 
were easily controlled by adrenaline. Simultaneous 
administration of atropine or diphenhydramine (‘ Bena- 
dryl ’) helped to reduce the number of general reactions— 
probably, Inman believes, by diminishing vagal stimu- 
lation. 

Inman suggests that for routine use diodone is the 
better drug, except in patients with a history of allergy, 
when iodoxy] is advisable. His conclusions are supported 
pS Mullen and me soo who point out that a reaction 

Inman, G. K. E._ Brit. Radiol, 1952, 25, 625. 


2 Kemp, F. H. Ibid, 1946, 
H., Hughes, C. Amer. J. Roentgenol. 1952, 
0. 
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with one medium does not indicate 
sensitivity to another; they think that the standard 
intravenous test is of doubtful value in assessing the 
liability to a severe reaction. In all, 17 deaths after 
intravenous pyelography have been reported; these 
have all followed administration of diodone. Considering 
the great number of examinations performed every year, 
the margin of safety is large. 


TUBERCULOSIS IN NEW YORK AND LONDON 


Botu in New York? and London? the half-century 
up to 1950 has been marked by reviews of changes in 
the tuberculosis situation. The unsatisfactory hygienic 
conditions of the 19th century, with large outbreaks of 
acute epidemic diseases causing many deaths, led to 
great sanitary advances at the end of the century. pln 
New York between 1900 and 1950 the population 
increased from 31/, million to 8 million, largely as a result 
of immigration ; in 1910 40% of the population were 
foreign-born. The Manhattan area was already crowded 
at the beginning of the century, and its population has 
increased little. In the London county area the popu- 
lation declined from 41/, million to less than 31/, million 
between 1913 and 1950, owing mainly to migration from 
the crowded central areas to the suburbs; the popu- 
lation of Greater London, including the dormitory zone, 
has increased during this period, though not to the same 
extent as in New York. Such major movements of 
population must affect the age-structure of the popu- 
lation, and hence also the epidemiological picture of 
tuberculosis. Migration occurs especially among young 
adults: New York has grown by immigration of this 
group from Europe especially, while in London it is 
predominantly the young adults that are likely to be 
rehoused outside the county boundaries. 

In both areas the death-rate from tuberculosis fell 
greatly during the half-century—in New York by about 
90% from 280 to 29 per 100,000. The rate in London in 
1900 was lower (223 per 100,000), but had not fallen to 
the same extent by 1950, when it was 40 per 100,000. 
The two wars had a greater effect on tuberculosis 
mortality in London than in New York; in the second 
war the fall in this rate in New York was hardly checked, 
whereas in London the rate rose steeply. Evacuation 
raised the London rate artificially, since ‘‘ the tuberculous 
were evacuated to a much less extent than healthy 
persons.”’” The death-rate has shown the greatest fall 
in childhood, and comparatively little improvement in 
old age. The control of bovine tuberculosis—by elimi- 
nating tuberculosis in cattle in New York State, by 
pasteurisation in London—has played a large part in 
the reduction of childhood mortality. 

In London compulsory notification of cases of tubercu- 
losis was started in 1911: in New York “‘ registration ” 
of cases has been carried out since 1894, but was not 
complete before 1910. Since then the annual notification- 
rate has declined in each city, but this decline is much 
less than that of mortality ; and it was interrupted during 
the war periods in both New York and London. 

The New York report describes differences in tubercu- 
losis mortality between various racial groups. The 
unfavourable record of the coloured population in this 
respect is well known, but there are distinct and con- 
sistent differences between the white groups of European 
origin. The lowest rate is in the ‘‘ native-born ’’ group, 
but presumably this includes a large number of children 
and is not really comparable with the various ‘ foreign- 
born ’’ groups. In 1920 the highest mortality-rates were 
in those born in Ireland and Scandinavia, the lowest in 


1. A Half Century’s Progre: - against Tuberculosis in New York 
City : 1900- 1950. By G. J. DROLET and A. M. LOWELL. Pub- 
lished by the New York Tubere ulosis and Health Association, 
386, Fourth Avenue, New York 16, N.Y. 

. Half a Century of T uberculosis in London : a review of changes 
and trends since 1900. Reprinted from the Report of the 
County Medical Officer of Health for the year 1950. 
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those (mostly J wi) heres in Russia. Similar relationships 
are evident in the figures for 1890 and 1930. 

These reports show that, while there are fundamental 
similarities in the tuberculosis records of New York and 
London, detailed comparisons are not justified because 
of differences in population structure as regards race and 
age. The New York report is especially valuable for 
bringing together in tabular form all the available records 
concerning tuberculosis in the city. Both reports show 
that considerable progress has been made in reducing 
tuberculosis mortality, especially in childhood: and we 
may echo the final hope of the authors of the New York 
report that by the end of the century tuberculosis will 
be rare at any age. 


ELECTRO-ENCEPHALOGRAPHY FOR BOXERS 

SupPORTERS of boxing often point out that severe 
injuries may be inflicted in sports which are not so often 
challenged as being dangerous; but, as we have 
remarked,! one of the boxer’s main aims is to disable 
his opponent. The medical subcommittee of the British 
Boxing Board of Control has laid down the conditions 
for compulsory examination. A professional boxer must 
be examined after he has taken a count or after a fight 
has been stopped for any reason; and if he loses four 
consecutive fights a representative of the board interviews 
him and his manager. But clinical examination, however 
frequent, cannot prevent occasional fatalities ; and once 
in a while a death, such as that of M. Pratesi, of France, 
a few months ago, revives the discussion whether these 
precautions are adequate. The B.B.B.C. seems to take the 
view that no other method has yet been proved superior ; 
but one suggestion to which thought is being given is 
that periodical electro-encephalographic (E.E.G.) examina- 
tions should be made. 

This procedure has been adopted in Colorado ? where 
it was decided that every professional boxer should 
have an E.E.G. examination (a) once a year, (b) within 
two weeks of a knockout, and (c) frequently if his record 
was abnormal. In all, 24 men have been studied. An 
increased prevalence of dysrhythmia was found in 9 of 
them, and there was some indication that those who 
had been knocked out showed a greater disturbance than 
those who had not. Older men had, on the whole, fewer 
disturbances than younger ones. In 1 case where the 
E.E.G. abnormality was progressive the boxer was 
suspended. Busse and Silverman? conclude that 
compulsory periodic E.E.G. examinations contribute to 
the safety of boxers. 

Many workers in this field would disagree ; for it is 
by no means certain that changes reflected in the E.£.«. 
would not be discovered clinically. This doubt is especially 
great in cases of acute injury; but one exception 
is the subdural hematoma which, though clinically 
* silent,’’ may produce focal or general E.E.G. changes. 
In the Colorado investigation overbreathing was carried 
out routinely, and sleep records were taken when possible ; 
but no mention is made of blood-sugar levels, and the 
allowances made for age changes are not clear. On this 
last point it might be argued that some, at least, of the 
abnormalities described could be due to maturation 
defects. In Gibbs’s * opinion a diffuse abnormality is of 
no diagnostic value in post-traumatic cases. He states 
that: (a) focal abnormality suggests brain damage, but 
absence of focal abnormality does not exclude it ; (b) ifa 
general abnormality is present three to four months 
after a mild injury the chances are sixteen to one that 
this abnormality antedated the injury ; and (ec) in post- 
traumatic cases the E.E.G. may be normal in the presence 
of known brain damage (of 160 patients with normal 
E.E.G.8 3 had neurological evidence of damage). Busse 
and Silverman’s series is too small to point conclusively 
1. Lancet, 1950, i, 1006. 


2. Busse, E. W., Silverman, A. J. J. Amer. med. Ass. 1952, 149, 1522. 
3. Gibbs, F. A. J. clin. Psychopath. 1946, 8, 58. 
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in the opposite direction ; and until more evidence is 
available it does not seem necessary to urge compulsory 
E.E.G. examination of all professional boxers in this 
country. 

AMYLOIDOSIS 


In classical amyloidosis of parenchymatous organs, 
amyloid is deposited in the skin to a degree which is 
rarely more than microscopical. In the form known as 
atypical or primary systematised amyloidosis, however, 
there is stmking clinical involvement of the skin or 
mucous membranes in about half the cases. Naturally 
these patients are seen by dermatologists and attract 
attention in dermatological circles; but the importance 
of the syndrome to general physicians has been lately 
shown by Goltz.? 

Primary systematised amyloidosis differs from classicai 
‘‘Jardaceous ’’ disease in several respects. It is not 
usually associated with chronic suppurative disease. The 
amyloid deposits are mainly in and around blood-vessels 
in connective tissue and muscle, sparing the parenchyma 
of liver, spleen, and kidneys. Microscopically the amyloid 
takes up the usual stains, such as methyl violet or congo 
red, only with difficulty, and special techniques may be 
required to demonstrate it. The skin of the face, neck, 
axille, hands, and perineum shows a variety of changes. 
lt may be studded with papules, which are so discrete 
and translucent that they resemble blisters. The infiltra- 
tion may be diffuse, giving the skin a sclerodermatous or 
myxedematous appearance. The resemblance to hypo- 
thyroidism may be enhanced by pallor and loss of hair. 
Hezmorrhages occur into papules or into skin which is 
clinically normal. Macroglossia is often striking and, 
together with xerostomia resulting from involvement of 
the salivary glands, may seriously interfere with chewing 
and swallowing. The surface of the tongue may be smooth 
or crowded with pseudovesicles. Involvement of the 
larynx may cause hoarseness. 

The patient’s initial complaint may be of breathlessness 
due to amyloidosis of the heart muscle or valves. Indeed, 
death in this condition is often the result of cardiac 
failure. Voluntary muscle may be infiltrated, causing 
weakness and severe pain, and where the gut is involved 
there may be constipation, diarrhwa, or even fatal 
hemorrhage. Some cases show Bence-Jones proteinuria 
and non-invasive plasmocytosis of the bone-marrow. This 
finding is of particular interest, for true multiple myelo- 
matosis may be associated with amyloidosis which may 
assume the “ primary” type of distribution. Wells? 
described a case of primary systematised amyloidosis 
showing benign plasmocytosis of the marrow. There 
was no Bence-Jones protein in the urine, but an abnormal 
beta globulin was detected in the serum. He regarded the 
marrow changes as reactive—i.e., the result of the disease- 
producing mechanism—rather than causative. Never- 
theless, he treated his patient with urethane, but without 
benefit. 

Some people regard amyloidosis in general as a disease 
of disordered immunity. Classical amyloid disease 
develops in association with chronic infection, such as 
tuberculosis or syphilis ; and it also occurs in animals used 
for the production of antisera. The young doctor who 
died of primary systematised amyloidosis * was sure that 
he was hypersensitive to milk, and he said he was better 
when he stopped taking milk and milk products. Another 
patient was strongly sensitive to egg.‘ Some people 
believe that the plasma cell is the site of antibody 
production, and plasmocytosis of the marrow has been 
shown to coincide with maximum antibody production 
in hyperimmunised rabbits. This plasmocytosis associ- 
ated with the appearance of abnormal serum globulins 


1. Goltz, R. W. Medicine, Baltimore, 1952, 31, 381. 

2. Wells, G. C. Brit. J. Derm. 1952, 64, 169. 

3. Baber, a < Navasquez, S., Maclean, K.S. Guy’s Hosp. Rep. 
1949, 

4. Lindsay, S. Amer. Heart J. 1946, 32, 419. 
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was reported in two cases of sulphonamide sensitivity.* 
The subject is further complicated by the occurrence of 
localised forms of amyloidosis—for instance, in the heart 
or skin. Freudenthal * described amyloid in a variety of 
distinctive skin lesions, including epithelioma and nevi. 
He also gave the name lichen amyloidosus to a condition 
resembling at times lichen planus; this condition lacks 
the distinctive pathological lesions of lichen planus, but 
heavy amyloid infiltration is one of its features. It 
produces intractable irritation, which is not a symptom 
of primary systematised amyloidosis. 

It may be that we are caught in the terminological 
trap referred to by Trotter” in a discussion of skin 
myxedema. The latter term is used in the sense of a 
generalised disease—i.e., hypothyroidism—or to mean a 
tissue change detected microscopically. In ‘“ amyloid- 
osis’’ we are comparing a variety of conditions, some 
generalised and fatal, others purely local, in which the 
only common factor is a similar tinctorial quality. It 
seems certain that there are several ‘‘ amyloids,” differing 
in physical state and probably in chemical composition. 
Further chemical and cytochemical work is required to 
enable us to identify comparable states of amyloidosis. 


AGE AND SKIN STRUCTURE 


Tue skin of elderly people is characteristically wrinkled 
and thin, especially in exposed sites, and shows an obvious 
loss of elasticity. Histological stains nevertheless reveal 
an apparent increase in the elastic-staining tissue from 
these sites, although both conventional histology and 
electron microscopy § ® agree-that the chief component 
of normal human dermis is collagen. Much work with 
the electron’ microscope has centred on connective tissue, 
with the structure and genesis of collagen as its focus.2® 
Tunbridge and his colleagues, at Leeds, have now used 
electron microscopy to investigate the more general 
fibrous structure of normal human skin, and particularly 
the changes in elasticity accompanying ageing and certain 
inherited skin abnormalities. They found only small 
numbers of elastic fibres in normal skin, and they attribute 
its ‘‘ elasticity ’’ to the flexibility of the network structure 
of the collagen fibres. As others have reported, these 
fibres are long, banded, straight or smoothly curved 
fibrils of uniform width, and they are associated with a 
small amount of fluffy amorphous material which can be 
removed by trypsin treatment. This is probably the 
interfibrillar cementing material or ground substance. 

Senile skin from exposed sites gives a different picture. 
There is a considerable increase in amorphous material 
but not in elastic fibres. The collagen fibres them- 
selves are often short, kinked, and frayed. Treatment with. 
trypsin removes not only the amorphous material, but 
also the misshapen collagen fibrils and the material 
responsible for the increased elastic staining, so that 
only normal collagen fibrils remain. It was also found 
that normal skin takes up more elastic stain after treat- 
ment with pepsin, which attacks collagen. From these 
results, it is reasonably concluded that in senile skin 
there is no increase in elastic tissue, but rather a 
degeneration of some of the collagen fibrils, whereby 
they acquire a capacity for taking up elastic stain and 
a susceptibility to the action of trypsin. The puzzling 
feature is that these changes seem to develop only in 
skin taken from exposed areas of the body. A similar 
change was found in pseudoxanthoma elasticum—a 
rare disease whose manifestations include a general 
looseness of the skin, a tendency for stri# to form, and 


5. Robertson, T. Amer. J. Med. 1950, 9, 315. 

6. Freudenthal, W. Arch. Derm. Syph. Berlin, 1930, 162, 40. 

7. Trotter, W. R. Proc. R. Soc. Med. 1947, 40, 703. 

8. Gross, J., Schmitt, F. O. J. exp. Med. 1948, 88, 555. 

9. Schmitt, F. O., Hall, C. E., Jakus, M. A. J. cell. comp. 
Physiol. 1942, 20, 11. 

10. See Lancet, 1952, ii, 774. 

11. Tunbridge, R. E., Tattersall, R. N., Hall, D. A., Astbury, W. T..,. 


Reed, R. Clin. Sci. 1952, 11, 315. 
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a characteristic histological picture of swollen elastic 
tissue. Electron microscopy showed that in fact there 
was no increase in elastic fibres in this condition, but that 
the collagen fibres were abnormally short: it is these 
collagen fibres that take up the elastic stain. On the 
other hand, not all abnormal collagen stains like elastic 
fibres. In Werner’s syndrome, where the electron 
microscopes shows grossly degraded collagen in the skin, 
histologically the elastic staining is normal. 

The discrepancy between the results of histological 
staining and electron microscopy, and its convincing 
explanation by the Leeds workers, throws some light 
on the nature of the morphological changes in the skin 
with age. It also underlines the inadequacy of staining 
techniques alone as a means of interpreting the morpho- 
logy of connective-tissue lesions in general. It is reason- 
able to hope that the simple technique of enzymatic 
digestion, used in conjunction with quantitative bio- 
chemical analysis and, where feasible, with electron 
microscopy, may give much help in the elucidation of 
connective-tissue disease. 


SIGNS OF PAIN 


Patn, being essentially subjective, is not easily 
assessed. It has objective counterparts, such as wincing, 
reflex withdrawals, vocal expressions, sweating, and 
changes in respiration, heart-rate, and blood-pressure ; 
for example, in association with ischemic muscular pain 
Alam and Smirk? recorded increases in blood-pressure 
and heart-rate, and Thompson and Gellhorn ? reduction 
in electrical skin resistance. But such changes vary 
greatly from one person to another, and are slight or 
absent with mild or moderate pain ; and in gauging the 
action of an analgesic drug it is important to remember 
that this drug may influence the accompaniments of pain 
by mechanisms unrelated to those which underlie its relief. 

Wolff et al.* have distinguished between pain percep- 
tion and the reaction pattern to pain. The reaction 
pattern involves withdrawal, fear, flight, or anxiety and 
is associated with visceral reactions such as those already 
mentioned. Its association with pain is extremely 
variable ; indeed the reaction pattern may be induced 
by mere apprehension of pain, as when sitting in a 
dentist’s chair. The most important way in which 
morphine relieves pain is by preventing the usual reaction 
pattern, even though pain is still perceived and recognised 
as such. Thus analgesic drugs are best judged by 
recording the patient’s own words; and the reliability 
of this evidence can be tested by careful control of the 
nature and doses of the drugs given. 

Dr. Phyllis Croft > has reported on the reflex tachy- 
cardia from painful stimuli in rabbits and in man. She 
suggests that the “‘ cardiac pain reflex is a reliable and 
convenient method of assessing pain perception eae 
particularly useful in conditions of curarization.”” Here 
the “ cardiac pain reflex ’’ does not mean, as one might 
suppose, that pain arises in the heart, but that the heart- 
rate responds by an increase when a nocuous stimulus 
is applied to the skin. Furthermore, the word “‘ percep- 
tion’? should mean awareness of something and has no 
meaning when a person is unconscious. In the second 
stage of anasthesia the patient is unconscious and 
unaware of pain, yet his heart-rate and blood-pressure may 
be increased by nocuous stimuli. Dr. Croft has sought to 
correlate in rabbits and in man the electrical changes in 
the brain with pain perception. Much might be learnt 
" Alam, M., Smirk, F. H. J. Physiol. 1937, 89, 372; ‘Ibid, 1938, 
2 Thainpac, M. B., Gellhorn, E. Proc. Soc. exp. Biol., N.Y. 1945, 
3. Wollt, il H. G., Hardy, J. D., Goodell, H. J. Pharmacol. 1942, 
4. Hewer, A. J. H., Keele, C. A., Keele, K. D.. Nathan, P. 
Lancet, ist, "431. is, A. S., Beecher, H. K., Mosteller, 
F. J. appl. Physiol. 1950, 1, 35. Reecher, H.K Anesthesiowgy, 


1951, 12, 633. Nathan, P. W. Brit med. J. 1952, ii, 903. 
5. Croft, P. J. ment. Sci. 1952, 98, 1, 7. 


from but only making in man. 
Conditions in which animals feel pain cannot be deter- 
mined except by extrapolation from human experience. 
Sherrington,® discussing reactions to harmfuw) stimuli in 
animals, said: ‘‘In all this experimental work on 
animals the observer has to work through signs of 
subjective states incomparably inferior in most instances 
to the verbal communication establishable with an 
intelligent human being’’?; and Lewis? observed that 
““We have no knowledge of pain beyond that derived 
from human experience.’ This of course means, not that 
animals do not suffer when they show the behaviour 
characteristic of human beings in pain, but that in this 
field man is the measure of all things. 


COLD CARDIAC SURGERY 

ALTHOUGH many uses have been suggested for general 
or regional refrigeration in clinical medicine, the results 
have been disappointing.§ ‘‘ Hypothermia,’’ however, 
has recently aroused the interest and ingenuity of the 
experimental surgeon. Bigelow and his colleagues,® 1 
for example, have demonstrated experimentally the 
way in which cooling of the patient’s body may help 
the cardiac surgeon. When the body-temperature of 
dogs was reduced to 20°C (68°F), the cardiac inflow 
could be interrupted for long enough to permit the 
heart to be opened and its interior examined. Delorme ™ 
described how cooling of the blood-stream seemed to be a 
practicable method of lowering the respiratory activity 
of the cell without endangering life. He found that 
dogs whose body-temperature had been reduced to 25°C 
(77°F) were able to survive long-continued reductions 
in blood volume, as well as suspension of blood-flow. 
Lewis and Taufic * have now reported that they could 
make, and subsequently close, atrial septal defects under 
direct vision in hypothermic dogs: 27 out of 29 dogs 
survived the operation for production of the lesion, 
and these defects were successfully closed later in 17 
out of 26 of these animals. These experimental findings 
have been excitingly translated into clinical reality ; 
using the same technique as in dogs Lewis and Taufic 
have successfully operated on a five-year-old girl with an 
atrial septal defect. She was anesthetised and wrapped 
in refrigerated blankets until, after two hours and ten 
minutes, her rectal temperature had fallen to 28°C 
(82-4°F). The blankets were then removed and the 
operation began. The cardiac inflow was occluded for 
5'/, minutes, and a 2 cm. septal defect was closed under 
direct vision. The operation lasted 58 minutes and the 
patient’s rectal temperature after this time was 26°C 
(78-8°F). She was restored by immersion in hot water 
at 45°C (113°F), and after 35 minutes her rectal tempera- 
ture had risen to 36°C (96-8°F), when she was removed 
from the bath. She did well after the operation, and 
left hospital 11 dayslater. The cardiac murmur had gone. 

This technique has all the makings of a major advance 
in cardiac surgery. But Lewis and Taufic observed 
ventricular fibrillation in some of their dogs after opera- 
tion, and this possibility, and doubtless others, will 
need careful consideration. 


THE executive board of W.H.O. met in Geneva on 
Jan. 27 to nominate a successor to Dr. Brock Chisholm. 
director-general of the organisation, whose term of office 
expires on July 21. They chose Dr. MARCOLINO GOMEZ 
CANDAU, of Brazil, who is at present assistant director 
of the Pan-American Sanitary Bureau in Washington. 
The nomination will be put before the sixth World 
Health Assembly which opens in Geneva on May 5. 


6. Sherrington. C. S. Cutaneous sensations. In E. A. Schiifer’s 
Textbook of Physiology. seeeeren. “ad vol. 2, p. 979. 
7. Lewis, T. Pain. New York, 1942; p. 
8. Lewis, F. J.. Tautic, M. Surg gery, 1gs3. 33, $2. 
i nog Ww. G:, Callaghan, J. C., Hopps, J. A. Ann. Surg. 1950, 
31. 
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PREVENTION OF RHEUMATIC FEVER 
AMERICAN HEART ASSOCIATION’S STATEMENT * 


RHEUMATIC fever is a recurrent disease which can be 
prevented. It is now generally agreed that both the 
initial and recurrent attacks of the disease are usually 
precipitated by infections with beta hemolytic strepto- 
cocci. Therefore, the prevention of rheumatic fever and 
rheumatic heart-disease depends upon the control of 
streptococcal illnesses. This may be successfully accom- 
plished by (1) early and adequate treatment of strepto- 
coccal infections in all individuals and (2) prevention of 
streptococcal infections in rheumatic subjects. 


Diagnosis and Treatment of Streptococcal Infections 

In the general population at least 3% of untreated 
streptococcal infections are followed by rheumatic fever. 
Among certain individuals, especially those with previous 
rheumatic fever, the incidence is much higher. Adequate 
and early penicillin treatment, however, will prevent 
most attacks of rheumatic fever and eliminate strepto- 
cocci from the throat. 


DIAGNOSIS OF STREPTOCOCCAL INFECTIONS 


In most instances it is possible to recognise strepto- 
coccal infections by their clinical manifestations but 
laboratory tests may assist in establishing the diagnosis. 
Epidemiology 

The seasonal pattern and presence of similar cases in the 
community or household may be helpful. For example, 
streptococcal infections in the northern United States are 
most common from January through June. Likewise, a case 
of scarlet fever in one child would suggest that a sore throat 
in another has the same etiology. 

Symptoms 

(a) Sore throat—onset sudden, in the tonsillar area, not 
in the trachea. 

(b) Headache—common. 

(c) Fever—variable, but generally from 101° to 104°F. 

(d) Abdominal pain—common, especially in children. Not 
too common in adults, but does occur. 

(e) Nausea and vomiting—common, especially in children. 

(f) These symptoms are usually not present: (1) simple 
coryza, (2) cough, (3) hoarseness. 

Signs 

(a) Red throat—frequently beefy red, but if seen early the 
redness may be mild. 

(b) Exudate—usually present. 

(c) Glands—swollen, tender tonsillar glands at angle of jaw. 

(d) Rash—scarlatiniform (characteristic of scarlet fever ; 
not common). 

(e) Discharge—otitis media and sinusitis indicated by 
(serous or purulent) aural or nasal discharge are frequent 
complications of streptococcus pharyngitis. 

Laboratory 

(a) White blood-count—generally over 12,000 and in 
children frequently over 20,000. 

(b) Throat culture—positive for hemolytic streptococci. 
Therapeutic Response 

Almost without exception patients with streptococcal 
infections are vastly improved within 24 hours after penicillin 
has been started and the temperature normal, or nearly so. 
This therapeutic response is characteristic and if it does not 


*Prepared by the association’s council on rheumatic fever 
and congenital heart-disease. The statement is signed by : 
Burtis B. BREESE, M.D., chairman, committee on 
prevention of rheumatic fever; Margorre T. BELLOws ; 
Epwarp E. FIscHEL, mM.D.; ANN KUTTNER, M.D. ; 
BENEDICT F. MaSsELL, M.D. ; CHARLES H. RAMMELKAMP, 
jun., M.p.; Epwarp R. SCHLESINGER, M.D. Copies are 
obtainable from the medical director of the association, 
44, East 23rd Street, New York 10, N.Y. 
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occur, the chances are much against the disease being due to 
hemolytic streptococci. 


TREATMENT OF STREPTOCOCCAL INFECTIONS 


In order to be effective, treatment should be started 
immediately when a streptococcal infection is suspected 
and continued for suflicient time to eradicate the 
streptococci from the throat. 

Penicillin is the drug of choice for treating streptococcal 
infections. Both the oral and the intramuscular routes 
of administration have been utilised successfully for 
penicillin therapy of streptococcal infections. Intra- 
muscular injections have been proved to prevent rheu- 
matic fever. The data on the value of oral penicillin as a 
preventive is less complete. 

Oral administration in contrast to intramuscular 
administration has these advantages: (1) it is not as 
distasteful to many patients; (2) it requires fewer 
physician visits. It has these disadvantages: (1) larger 
amounts of penicillin must be used ; (2) it is difficult to 
administer to vomiting or refractory children; (3) in 
some adults it gives rise to persistent diarrhoea and 
pruritus ani; (4) it is difficult to be sure that treatment is 
continued for sufficient time and given in proper relation 
to meals to be effective. 


Recommended Schedules 


Intramuscular penicillin.—(1) Children—one intramuscular 
injection of 300,000 units of procaine penicillin with aluminium 
monostearate in oil every third day for three doses. 

(2) Adults—one intramuscular injection of 600,000 units 
of procaine penicillin in aluminium monostearate every third 
day for three doses. (Note: Less preferable, but usually 
effective—tw6 doses as above at three-day intervals.) 

Oral penicillin.—(1) First five days: 200,000 to 300,000 
units one half to one hour before meals and at bedtime (total 
of 800,000 to 1-2 million units per day in four divided doses ; 
smaller amount children, larger amount adults). 

(2) Second five days: 200,000 to 250,000 units one half to 
one hour before meals (total 600,000 to 750,000 units per day 
in three divided doses). (Note: To be effective, therapy should 
be continued for the entire ten days even though the tempera- 
ture may return to normal and the patient may feel better 
within one or two days.) 

Combination of intramuscular and oral penicillin.—Therapy 
may be begun with one injection of penicillin (300,000 units 
of procaine penicillin with aluminium monostearate in oil) and 
then, beginning three’days after the injection, continued for 
an additional seven days with oral penicillin according to the 
schedule (2) outlined above. 

Other medication.—(1) Aureomycin is less effective then 
penicillin in controlling streptococcal infection but is especially 
useful in those sensitive to penicillin, Dosage: Total 10 mg. 
per pound of body-weight in four divided doses daily for 
two days. Cut dose in half for femaining eight days of 
therapy. 

(2) New preparations of penicillin. These may be effective 
and even preferable to the treatment schedules outlined, but 
at present they have not had sufficient trial to warrant their 
recommendation. 

(3) Other antibiotics. 
on their value. 

Not recommended for treatment.—(1) Penicillin troches or 
lozenges, (2) penicillin followed by sulphonamides, (3) sulphon- 
amide drugs. (Note: Recurrences of streptococcal infection 
should be treated as primary attacks.) 


At present there is inadequate data 


Prevention of Streptococcal Infections 
GENERAL RULES FOR PROPHYLAXIS 


Who Should be Treated ? 

All individuals under the age of eighteen who have had 
rheumatic fever or chorea and all those over this age who 
have had an attack within five years. 

When Should Prophylactic Treatment be Initiated ? 

At the end of the second week of the attack of rheumatic 

fever or at any time thereafter when the patient is first 
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seen.t Prior to the start of prophylaxis, beta haemolytic 
streptococci should be eradicated by proper treatment of 
the patient. (See methods of penicillin therapy recom- 
mended above.) 


How Long Should Prophylaxis be Continued ? 

In children, at least to the age of eighteen; in all 
those above this age, for at least five years from their 
last attack. 


Should Prophylaxis be Continued During the Summer ? 

Yes. 

PROPHYLACTIC METHODS 

Sulphadiazine 

This drug has the advantage of being easy to 
administer, inexpensive, and effective (other newer 
sulphonamides are probably equally effective). Although 
resistant streptococci have appeared during mass prophy- 
laxis in the armed forces, this is rare in civilian 
populations. 


Dosage.—From 0-5 to 1-0 g. taken each morning throughout 
the year. The smaller dose is to be used in children under 
sixty pounds. 


Toxic reactions.—These are infrequent and are usually minor. 
However, in any patient being given prophylaxis with 
sulphonamides consider all rashes and sore throats as possible 
toxic reactions to the drug, especially if they occur in the 
first eight weeks of prophylaxis. The chief toxic reactions are : 
Skin eruptions : 

(a) Morbilliform, much like measles. 

caution. 

(b) Urticarial. Best discontinue treatment. 

(c) Scarlatiniform, often associated with sore throat and 

fever. Unsafe to continue drug. 


Continue drug with 


Blood reactions : 

Leucopenia, Discontinue if white blood-count falls below 
4000 and polynuclear neutrophils below 35% because 
of possible agranulocytosis which is often associated 
with sore throat and a rash. Because of these reactions, 
weekly white blood-counts are advisable for the first 
two months of prophylaxis. (The use of sulphonamides 
therapeutically for any reason in this period should be 
preceded by a white blood-count.) The occurrence of 
agranulocytosis after eight weeks of continuous prophy- 
laxis with sulphonamides is extremely rare. 

Penicillin 

Although experience with oral penicillin for the 
prophylaxis of rheumatic fever is more limited than that 
with the sulphonamides, the antibiotic promises to be a 
safe and effective prophylactic agent. Oral penicillin has 
the desirable characteristics of being bactericidal for 
hemolytic streptococci and of rarely producing serious 
toxic reactions. It has the disadvantages of being 
more costly than sulphadiazine and because of the need 
of giving it on an empty stomach, of being somewhat more 
difficult to administer. Oral penicillin represents an 
alternative drug for rheumatic fever prophylaxis. It is 
especially important to use this agent for those who do 
not tolerate sulphadiazine. 


Dosage.—Although other routines of administration may 
prove satisfactory, the following schedules are suggested : 
200,000 to 250,000 units two times daily is recommended. 
Since penicillin is best absorbed on an empty stomach, the time 
of administration should be !/, to 1 hour before a meal or at 
bedtime. A single dose of 200,000 to 250,000 units before 
breakfast is less preferable. 

Toxic reactions.—(1) Urticaria. (2) Reactions similar to 
serum sickness—they include fever and joint pains and may 
be mistaken for rheumatic fever. (3) Angioneurotic cedema. 
Although many individuals who have had reactions to peni- 
cillin can subsequently take the drug without trouble, it is 
safer not to use penicillin, if the reaction has been severe and 
particularly if angioneurotic cedema has occurred. 


tIn patients receiving A.c.T.H. or cortisone, be cautious that other 
infections are not masked since the prophylactic dose is 
inadequate to treat such concurrent illnesses as pneumonia or 
meningitis. 


TEACHING OF SOCIAL AND PREVENTIVE 
MEDICINE 


THE Royal College of Physicians, through its Social 
and Preventive Medicine Committee, has been re-examin- 
ing methods of teaching social and preventive medicine 
and comparing present conditions with those described 
in the committee’s first interim report of 1943.1 The 
progress report published last month observes that chairs 
of social or preventive medicine have now been created 
in almost every provincial university, thus going far 
towards fulfilling the committee’s earlier hope that every 
medical school would eventually have a department of 
social and preventive medicine. 


PROVINCIAL SCHOOLS 


Turning first to the provincial medical schools, the 
committee found that almost everywhere the number of 
hours’ teaching directly devoted to social medicine had 
been doubled ; and in general the curriculum in social 
medicine is spread over the three clinical years. Some 
departments are directed by a whole-time professor who 
has one or more active medical officers of health on his 
staff; others are directed by a medical officer of health 
as part-time professor or lecturer, with whole-time 
university lecturers carrying out most of the teaching 
programme. There is remarkably little difference between 
the two arrangements, the report continues, and one 
way or the other “the programmes of the different 
provincial schools show an encouraging improvement,”’ 
although “‘ a detailed examination suggests that in some 
of them there are still serious gaps in teaching practice.”’ 
The importance of occupational health and industrial 
medicine is generally accepted, but some schools are 
unable to give these subjects as much teaching time as 
they would wish. Personal hygiene and environmental 
hygiene have a place in the undergraduate curriculum of 
every provincial school, but the amount of time devoted 
to them is relatively small. The report commends the 
statistical departments which are appearing within, or 
in close association with, some departments of social 
medicine. 


“Theoretical statistics is a subject often included in the 
social medicine curriculum, but more as a matter of conveni- 
ence than on grounds of compelling logic. As a rule, however, 
there is no alternative provision for teaching this subject, 
and in the absence of a separate Statistical Department, 
the attachment of a Statistical Section to a Depart- 


ment of Social Medicine is usually a good working 


arrangement.” 
LONDON SCHOOLS 


The arrangements in London are very different. partly 
because the schools do not have to give postgraduate 
teaching in public health, which is provided by the 
London School of Hygiene and Tropical Medicine and 
by the Royal Institute of Public Health. Apart from 
courses of formal lectures for undergraduates, the 
London schools aim to teach by integrating social aspects 
of illness with clinical subjects and pathology. The 
report quotes the dean of one London school: “ Social 
medicine cannot and should not be taught to the under- 
graduate student as a special subject.’’ It seems that no 
undergraduate schools in London are undertaking socio- 
medical research in the way that many of the provincial 
schools are doing. The committee conclude : ‘ it appears 
that generally speaking the consolidation of social medi- 
cine as a subject in the curriculum in London lags 
behind the best provincial arrangements. . . . Epidemio- 
logy in the wide sense does not appear to be 
treated systematically at any point in many London 
schools.” 


1. See Lancet, 1943, ii, 546. 
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ROUTINE X-RAY EXAMINATION OF THE 

CHEST AT AN ANTENATAL CLINIC 
AUDREY FREETH 


M.B. Lond., M.R.C.O.G. 


FIRST ASSISTANT OBSTETRICIAN, EASTERN DISTRICT HOSPITAL, 
. GLASGOW 


RaDI0LoGy is acknowledged as the best of the routine 
means of examining the chests of apparently healthy 
people, and its use in this way is particularly valuable in 
the care of pregnant women. We decided to look for 
unsuspected tuberculosis by making X-ray examinations 
of the chests of mothers attending an antenatal glinic 
in a district where tuberculosis was common; and this 
paper describes the results. 


EARLIER SURVEYS 

It is hard to compare the figures that have been 
obtained by previous surveys of this kind, because of the 
different standards used in deciding which patients to 
include. For example, Eisele et al. (1942) excluded all 
women known to have tuberculosis—a group of 62 with 
minimal fibrotic lesions, and a further group with 
primary calcified complexes. However, the figures of 
Tucker and Bryant (1943) are comparable with the results 
of Eisele et al. Roe (1946) does not include primary 
calcified lesions, and Jacobs (1946) excludes 39 women 
with calcified shadows only. Graham (1941) mentioned 
that 206 women in his series were “‘ contact ’’ cases with 
calcium deposits in the hilum and lung parenchyma. Both 
Perlberg (1940) and Dawson (1945) included calcified 
pulmonary lesions. Bickerstaff et al. (1951) said that 
over half the cases they discovered were diagnosed as 
minimal lesions, and over one-third as moderately or far 
advanced, and that two-fifths of the cases were probably 
active; these figures, they concluded, ‘indicate the 
significance of what was classified as tuberculosis.” 

The results of these and other earlier investigations are 
set out in the table. 


TUBERCULOSIS IN GLASGOW 

In Glasgow the death-rate from pulmonary tubercu- 
losis in 1949 was 1010 per million population, compared 
with 590 in Scotland as a whole, and 403 in England and 
Wales. The medical officer of health for Glasgow (1949) 
says that the mortality-rates have remained high since 
the early years of the late war, largely because of more 
deaths among young women between the ages of 15 and 
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25 (and even up to 35), and because of more tuberculosis 
among men over the age of 45. The total number of 
cases of pulmonary tuberculosis notified in Glasgow in 
1949 was 2829; 1374 (439%) were women, of whom 1196 
(87%) were of child-bearing age (15-45). 

McIntyre and Armstrong (1948) treated 150 Glasgow 
women who became pregnant while suffering from tuberculosis 
between January, 1947, and March, 1948. During this time 
16 women (10-:7%) died and 14 (9:3%) became worse. In 42 
cases the disease was first discovered during the pregnancy, 
and in 38 of these the disease was active: 7 of the women 
with active disease died (all of them had been discovered 
late in pregnancy) ; and a further 3 women, diagnosed in the 
puerperium, also died. 


THE PRESENT INVESTIGATION 


The clinic chosen for our investigation is in a working- 
class area. In this area women known to have tuberculosis 
are referred to a special unit when they become pregnant, 
and these cases were excluded from our series. Apart 
from this, there was no selection of patients in the series. 
As it happened, only 1 woman with known tuberculosis 
reported to the clinic during the investigation ; all the 
other cases found were unsuspected. 

During their first visit to the clinic 576 patients were 
asked to attend for X-ray examination of the chest, 
and 541 (94%) did so. One 15 by 12 in. a.-P. film was 
taken. Patients showing active or healed tuberculous 
lesions were asked to attend for a second film three to six 
months later, and 69% did so. Of the 541 films taken, 
477 were normal. The other 64 (13-4%) showed some 
abnormality. 

Evidence. of tuberculosis was found in 29 women 
(5-3%), and another 4 had calcified glands, with no lung 
changes. Of the 29 tuberculous cases, 12 showed only 
calcified areas in the lungs, while the remaining 17 
(31%) showed active, inactive, or fibrotic lesions. In 
4 cases the disease was definitely active (0:74% of the 
total), and a further woman, who was reported to have 
lesions of doubtful activity, declined further investigation ; 
8 cases showed inactive lesions, and 4 had healed fibrotic 
lesions. 

The active and inactive cases were re-examined after 
delivery. The 4 active cases were reported to be 
unchanged. Of the 8 inactive cases, 2 failed to attend for 
examination, 2 had become active, in 2 others activity 
was doubtful, and in the remaining 2 the condition 
remained unchanged. 

The other abnormalities found included mitral stenosis 
(6 cases), emphysema (2), old pleurisy (3), peri-apical pleural 
thickening (2), and inflammatory changes (6). 


RESULTS OF PREVIOUS SURVEYS BY ANTENATAL X-RAY EXAMINATION OF THE CHEST 


No. in No. No. with 
Author, place, and time Metho octet evidence o active _ 
tuberculosis disease 
Eisele and Mann (1938), Eisele et Screening 10,968 172 (1:6%) 74 (0-6%) Excludes known tuberculosis and 
al. (1942); Chicago, 1934-41 primary calcified complexes 
ae rig Bryant (1943); Chicago, Screening 1000 29 (2:9% 18 (1°8%) Comparable with figures of Eisele et al. 
Graham (1941) ; California, 1937-39 Radiography 800 30 (3°7%) 8 (1%) 24 had significant parenchymal disease. 
_ Excludes 206 “‘ contact ”’ cases with 
calcium deposits in hilum and paren- 
chyma 
Perlberg [eae) ; Jersey City N.J., Screening 2834 130 (4:5%) 3 (0-1%) 18 inactive, 14 suspicious cases, and 95 
1938-3 healed primary lesions 
Dawson (1945); Dunedin, N.Z., Radiography 1000 30 (3:0%) 6 (0-6%) Includes 25 calcified lesions only in 
1942-44 lungs 
Roe (1946) ; Uxbridge Chest Clinic, Radiography 1088 10 (0:9%) 2 (018%) | 3 inactive and 5 suspicious cases. 
Middlesex, 1943-45 Excludes primary calcified lesions 
Jacobs (1946); Paddington, Lon- Screening 4430 107 (2-4%) 38 (0-9%) Excludes 39 cases with calcified shadows 
don, 1943-46 only 
Bickerstaff et al. (1951) ; Muscogee, Miniature 3576 43 (1:2% 14 (0-4%) In the 14 active cases tuberculosis was 
Georgia, 1946-49 radiography unsuspected 
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DISCUSSION 


The stage of pregnancy at which pulmonary tubercu- 
losis is first diagnosed materially affects the prognosis, 
and McIntyre and Armstrong (1948) have shown the 
high mortality among patients first found to have active 
pulmonary lesions in late pregnancy and in the puer- 
perium. Clearly, a higher proportion can be diagnosed 
by radiology than by clinical examination alone. The 
medical officer of health for Glasgow (1949) reports that 
tuberculosis is the commonest cause of death in Glasgow 
children under the age of 5; and now that B.c.G. 
inoculation is becoming more widely used, the importance 
of detecting all cases of tuberculosis is greater than 
ever. 

Routine Wassermann tests are performed in all ante- 
natal clinics, and Eisele et al. (1942) found a positive 
w.R. in 0-87% of the women in their complete series. 
This figure is much the same as the proportion of 
tuberculous chests discovered by X-ray examination, 
which varies between 1-2% and 3-0%, with active lesions 
present in 0-6 to 11%. It must be remembered that 
in the present series of 29 cases, tuberculosis had been 
diagnosed before pregnancy in only 1 case. 

Few antenatal clinics undertake routine X-ray 
examination of the chest. The disadvantage of the 
straight X-ray film is the expense; each film costs 
approximately 6s., and with a discovery rate of about 
2-5% the cost per positive film would be £6, which is 
out of the question at the moment. Moreover, the 
present shortage of X-ray film makes this form of 
investigation impossible in this country. 

Alternative methods of diagnosis are tuberculin testing, 
screening, and mass or miniature radiography. Tuberculin 
testing seems cumbersome and involves several visits 
for the patients. In the series described by Ianne and 
Muir (1939) 14% of the women failed to return for the 
reaction to be read, and 11% of the reactors did not 
return for radiography. Moreover, since 41-47% were 
positive and required X-ray examination, the total 
expense is little less than that of a survey using X-ray 
films from the start. 

Screening was used by both Eisele et al. and Jacobs 
(1946), and both seem to have found it satisfactory. 
Films were taken for permanent record in positive and 
suspicious cases. Israel and Hetherington (1941) stated 
that the accuracy of diagnosis by fluoroscopy was as 
high as 96-99%. 

Eisele et al. said that mass radiography probably 
sacrificed accuracy to a point where it was equal to or 
below that of fluoroscopy. However, the method is 
being used for antenatal patients in some areas, and 
further reports would be valuable. Miniature radio- 
graphy is also reported to be relatively cheap and 
accurate. 

Screening or mass or miniature radiography seem 
feasible methods. Certainly, the claims of the antenatal 
patient must be considered in al'ocating our limited 
radiological facilities. The welfare of mother and child 
may ultimately rest on the antenatal chest examination 
of the mother ; and, since a high proportion of tubercu- 
lous lesions escape detection by any other means, routine 
X-ray examination of all antenatal patients is the ideal 
at which to aim. 

SUMMARY 

Routine X-ray examination of the chest in 641 
unselected antenatal patients showed evidence of 
tuberculosis in 29 cases (5-3%), and in 4 (0-74%) of these 
patients the disease was definitely active. Another 8 
patients had inactive disease, but after confinement 2 
of them showed definite activity and 2 possible activity. 
Of the remainder, 4 patients had healed fibrotic lesions 
and 12 had calcified pulmonary lesions. In only 1 of these 
cases was tuberculosis known to be present before the 
radiological examination. 


A high proportion (94%) of the women who were asked 
to attend for X-ray examination did so. 

The early diagnosis of tuberculosis is particularly vital 
in pregnancy, and disease discovered in late pregnancy 
and in the puerperium has a relatively high mortality. 
One of the various radiological methods of diagnosing 
pulmonary tuberculosis should be used as a routine 
antenatal measure. 


I wish to thank Dr. Hugh Stirling, obstetrician-in- 
charge, for his advice, and Dr. J. Z. Walker, director of 
radiology, and his staff for their help. 
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Deaths during the Fog 


More details about the effects of the thick fog which 
covered many parts of the country from Dec. 5 to 9 
are given by Dr. J. A. Scott, medical officer of health 
to the London County Council, in a report to the council’s 
public-health committee. In the week ended Dec. 13, 
1952, 2484 deaths were registered in the administrative 
county of London; the figures for the preceding three 
weeks were 753, 853, and 945, and for the following three 
weeks 1523, 1029, and 1372 (the apparent drop to 1029 
was due to the usual delay in registration at Christmas). 
Dr. Scott compares the number of deaths in the week 
of the fog with the figures for other weeks during the 
cholera epidemic of 1866, the great fog of 1873, and the 
influenza epidemic of 1918. 

Aug 4, Dec. 20, Nov.9, Dec. 13, 
Week ending 1866 1873 1918 1952 


(cholera) (fog) (influenza) (fog) 
Deaths registered (per million 


population) 876 713 1085 745 
Normal number of deaths for 

period and season (per 

million population) Sit 450 470 300 300 
Excess of deaths over normal 426 243 785 445 
Though the death-rates in the two fogs were much the 
same, the increase in 1952 was considerably greater 
because of the fall in the normal winter death-rate since 
1873. The increase is greater than that in the worst 
week of the cholera epidemic. 

An analysis of all the deaths registered in the County 
of London between Nov. 15 and Dec. 27 shows that the 
increase was more pronounced among babies and old 
people, but all ages were affected. The causes of the 
increase were almost entirely deaths due to circulatory 
or respiratory diseases: in the week ended Dec. 13 
there were 10 times as many deaths from bronchitis 
as would have been expected from the preceding three 
weeks’ figures; and on this basis deaths from influenza 
increased sevenfold, from pneumonia nearly fivefold, and 
from pulmonary tuberculosis over fourfold. 


DAILY ATMOSPHERIC SMOKE AND SULPHUR DIOXIDE AVERAGES AT 
COUNTY HALL, LONDON, 8.E.1 


| | 
Smoke Sulphur dioxide 


Dec. 3 0 61 0-220 
0-49 0-144 
5 } 2-64 0-751 
6 3-45 0-855 
7 4-46 | 1-339 
8 | 4:46 1-339 
9 | 1-22 0-472 
20 1-22 0-472 
| 0-32 0-224 


Smoke is ex romed as mg. of black suspended matter per cubic 
metre of air. The figures — Dec. 7 and 8 and Dec. 9 and 10 are 
averages for the 48 hours. 
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The chemical branch of the L.C.C. scibiie health 
department make daily measurements of the amount of 
smoke and sulphur dioxide in the atmosphere at County 
Hall and elsewhere. Some of the results obtained at 
the time of the fog are shown in the accompanying table. 
The maximum averages were reached over the weekend 
ending at 10 A.M. on Monday, Dec. 8. These figures 
were higher than any that have been traced in the L.C.C, 
records, which, for sulphur dioxide, date back to 1932. 

In a report to the borough’s public-health committee, 
Dr. E. H. R. Smithard, medical officer of health for 
Lewisham, says that 228 deaths were registered in 
Lewisham in the fortnight ended Dec. 20, compared 
with 76 and 95 deaths in the corresponding fortnights 
of 1951 and 1950 respectively. Of those who died in this 
fortnight, 130 were men and 98 women; 104 were over 
the age of 75, and all but 8 were over 45. A striking 
feature of the Lewisham figures was the abnormally 
large number of deaths in the Sydenham registration 
district, as compared with the other two districts in the 
borough. Dr. Smithard suggests three possible explana- 
tions : 


(1) An older population in the Sydenham area, 
(2) A denser fog caused by geographical configuration, 


(3) A more poisonous fog due to greater atmospheric 
pollution in that part of the borough. 


Further inquiries are being made. Dr. Smithard mentions 
the new and popular type of slow-burning fire, which 
is commonly stoked up to keep it going all night, as a 
likely cause of increased atmospheric pollution. 


Influenza 


In the week ended Jan. 24 there were 132 deaths 
from influenza in the 160 great towns of England and 
Wales, compared with 72 in the preceding week. This 
brings the total number of deaths from influenza in the 
great towns this year to 255; at this time last year 
the total was 110. The outbreak is still confined to the 
southern half of England, with a large number of cases 
in the London area. Of the 132 deaths in the week 
ended Jan. 24, 78 were in the London and South Eastern 
regions ; and 112 of those who died were aged 55 or 
over. Only localised outbreaks have so far been reported 
from the north of England and Wales. 

Dr. William Bonne, director of the W.H.O. division 
of communicable diseases, describes the epidemic as 
mild in all countries. The A-prime virus which has been 
isolated in several countries seems to be closely related 
to the virus responsible for the outbreaks in the winter 
of 1950-51. 


Emergency Bed Service.—Last week applications for admis- 
sion to hospital for general acute cases averaged about 350 
a day ;. but by Monday of this week the daily total had 
dropped to 293. On Tuesday the red warning was replaced 
by a yellow warning, even though the proportion admitted 
in the previous week was 88%—a level at which no warning 
usually operates. It was thought that the improved position 
was largely due to the excellent response by hospitals to last 
week’s red warning, and that the need for special measures 
continued. 


Estimate of Births 


The Registrar-General! estimates that in the quarter 
ending March 31 this year live births in England and 
Wales will number 170,000. The provisional estimate 
for the quarter ending June 30 is 165,000, giving an 
estimated total in the first half of this year of 335,000. 
Last year births in the first two quarters numbered 
173,503 and 174,089, making a total of 347,592. 


Statistics for England and Wales in 1952 


The Registrar-General* has reported provisional 
statistics for England and Wales in the year 1952 and 
for the fourth quarter of that year. These figures, 
oe with the corresponding figures for 1951, are as 
ollows : 


Registrar- General’s Weekly “Return for England and W ales, 
no. 3, 1953. H.M. Stationery Office. Pp. 19. Ils. 

2. Registrar-General’s Weekly Return for England and Wales 

ended Jan. 17, 1953. H.M. Stationery Office. 
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Whole year Fourth quarter 
Rate 1952 1951 1952 1951 
Live birth (per 1000 pop.) ‘ 15:3 15-5 13-9 


Stillbirth (per 1000 — live 


and still births) 22: 23-0 23-1 24-2 
Death (per 1000 pop.). 11:3 12-5 12-4 11-0 
Infant-mortality (per i000 re- 

lated live births) 29-0 28:5 


The stillbirth -mortality for the year 
are the lowest ever recorded in this country. 


Medicine and the Law 


A Patient's Bequest 

THE law recognises that the confidential relationship of 
doctor and patient (like that of solicitor and client and 
certain other relationships) establishes an opportunity of 
influence. In Estate of Smith deceased, Creditor v. 
Markowicz,! a doctor put forward as plaintiff a will of 
1949 which he had himself made for an old lady, his 
patient, aged 89. Under this will he was to obtain 
substantial benefit. The defendant, Mrs. M., was 
executrix and beneficiary under a will of 1947 which had 
been drawn for the old lady by her solicitors. There 
were two questions for the jury. First, at the time 
when the will of 1949 was executed, did the deceased 
know and approve its contents? Secondly, was the 
execution of the will procured by the undue influence 
of the doctor? As Mr. Justice Barnard put the problem 
to the jury—was the doctor an honest man who behaved 
foolishly or a wicked man who took advantage of his 
position as a doctor to get money out of the old lady ? 
After a prolonged hearing and after deliberating in their 
room for eighty minutes the jury found in favour of the 
doctor. 

As already stated, the doctor-and-patient relationship 
is deemed analogous to that of solicitor and client. 
A solicitor can obtain benefits under a will which he 
draws up for a client ; but if the benefits are substantial 
he will be expected to show that the testator was capable 
of making the will and knew and approved its contents 
and was not subjected to undue influence. Professional 
prudence will persuade the solicitor to send the client 
to another solicitor who can give independent advice 
and who will make a proper note of the instructions 
received and the advice given. In Radcliffe v. Price (1902) 
a gift by a patient’ to a doctor was set aside on the 
ground that the patient had no independent advice, 
even though there was no suggestion of pressure or of 
weak intellect. There is, however, a curious legal 
difference between the case of a gift made during life 
and a legacy under a will. The former courts of equity 
thought that the natural influence arising from such 
relationships as those of doctor and patient, exerted by 
those who possessed it for the purpose of obtaining 
benefit for themselves, was undue influence. With wills, 
as was stated by Lord Penzance in Parfitt v. Lawley 
(1872) in a passage read by Mr. Justice Barnard to the 
jury, it is otherwise. Such relation may lawfully be 
exerted to obtain a legacy so long as the testator under- 
stands what he is doing and is a free agent. In the 
recent litigation there was much argument as to the onus 
of proof. The learned judge quoted the judgment of 
Sir Gorell Barnes in Spiers v. English (1907) to the effect 
that the onus is not ‘‘ specially heavy’? upon a person 
who obtains and puts forward a will in his favour. 
‘*T doubt whether the fact of his having been instru- 
mental in making a will under which he substantially 
benefits makes any difference to the presumption of 
law.’’ Mr. Justice Barnard told the jury that to be 
satisfied that there had been undue influence they must 
be satisfied that, when the transaction had been finished, 
the testatrix would have said ‘it is not my wish: 
I had to do it’’ ; there must be coercion. 

One intriguing remark fell from the judge’s lips. 
If, | he said, the jury were satisfied that the doctor had 


1. 1. Times, ‘Jan. 23. 
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exercised undue influence, they should not let the fact 
that he was a doctor weigh with them but should come 
out boldly and find him guilty of the coercion. Medical 
practitioners may wonder how long it has been since 
juries have shown themselves especially tender towards 
doctors. The plaintiff in the recent litigation is to be 
congratulated on the jury’s view of his conduct. As, 
however, the court ordered all costs to be paid out of the 
estate, and as the trial had occupied six learned counsel 
for nine days, it may be that the deceased’s estate of 
some £22,000 will suffer serious erosion. 


Occasional Survey 


URTICARIA 


Screntiric terms, like currency, are subject to 
‘“‘inflationary trends’’: overusage may debase a 
respectable term until it is almost meaningless. More- 
over, the circulation of pseudoscientific counterfeits 
throws suspicion even on the original legal tender, so 
that those who wish to speak and write precisely shrink 
from using such terms. This fate has befallen ‘ allergy,”’ 
a word introduced in 1906 by von Pirquet.? Its meaning 
should be confined to specific and acquired changes 
in the capacity of the body to react after exposure to 
living or inanimate agents. But it has come to be used 
often for non-specific changes in the intensity of this 
reaction, or as if it were synonymous with hyper- 
sensitivity. Allergy includes diminished or absent 
reactions as well as excessive ones; it is the opposite, 
not of ‘‘hypoergy,” but of ‘‘normergy.’’ Allergy is 
essentially an immunological process, and may affect the 
whole organism or only a part—for example, the skin in 
urticaria. 

THE MECHANISM OF URTICARIA 


But urticaria, the skin’s defence against threats to its 
vascular endothelium, is not necessarily an allergic 
manifestation. The sting of a nettle contains histamine 
and acetylcholine * and so invariably causes wealing. 
But this is not allergy ; nor is bronchospasm caused by a 
gaseous or particulate irritant, nor the sneezing and 
nasal congestion induced by pepper. These are normal, 
temporary, localised, and protective reactions by the 
organism to a particular threat. Acetylcholine, codeine, 
morphine, and atropine have a histamine-like action 
and also release histamine, so that urticaria caused by 
these drugs is at most only partly allergic.? 

In some people a drug or food may cause urticaria, 
usually acute or subacute, possibly recurrent, and 
related to antigen-antibody reactions and the release of 
histamine. Heat, light, cold, and mechanical stimuli 
may cause lesions indistinguishable from those produced 
by antigen-antibody reactions, and it is probable that 
these forms are brought about by a chemical agent, 
possibly acetylcholine. In particular, urticaria caused by 
heat, exercise, or emotion has been linked, by Grant 
et al. and by Hopkins,’ with acetylcholine, probably 
released by the parasympathetic system. 

In chronic or recurrent urticaria the most careful 
search usually fails to reveal an antigenic cause. The 
severe subcutaneous variety known as “ giant urticaria ”’ 
is, as the name “ angioneurotic oedema ’’ implies, tradi- 
tionally regarded as a neurotic condition. The importance 
of emotional changes in the production of urticaria was 
emphasised by Stokes et al.,6 who thought that such 


- von Pirquet, C. Miinch. med. Wschr. 1906, 53, 1457. 
- Emmelin, N., Feldberg, W. J. Physiol. 1947, 106, 440 


. Alexander, H. L., Elliott, R., Kirchner, E. J. invest. Derm. 
1940, 3, 20. 

4. Grant, R. T., Pearson, R. S. B., Comeau, W. J. Clin. Sci. 
1936, 2, 253. 


- Hopkins, J. G. Ann. Allergy, 1949, 7, 377. 
. Stokes, J. H., Kulchar, G. V., Pillsbury, D. M. Arch. Derm. 
Syph., Chicago, 1935, 31, 470. 
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disturbances were solely responsible for 12% of urticarias 
in their series, and partly responsible for 83%. Various 
terms, such as ‘‘ psycho-allergy,’’ “‘ allergy to life,’ and 
‘emotional anaphylaxis’’ have been coined for these 
phenomena. If there is a specific alteration in the 
reaction of these patients, it is not an immunological 
response to a specific antigen but rather a regression 
to an habitual morbid emotional pattern of ‘feelings 
towards persons or events. Roessle 7 suggested the term 
‘“pathergy’’ to cover a non-specific broadening of the 
basis of reaction. These forms of urticaria are not 
related to the allergic varieties unless the colloquial 
meaning of allergy is accepted, and unless resentment 
at the protein of another human is taken as a manifesta- 
tion of allergy. Urticaria caused by such an emotion is 
‘‘pathergic’?; and a wider use of this term might 
disperse a lot of the fog which obscures the meaning of 
the word allergy. If there is such a thing as an urticarial 
personality it is not immediately obvious; for the 
wealing is linked with morbid fantasies not readily 
discovered by direct questioning, but only revealed by 
the spontaneous and unprompted choice of expressions 
made by the patient in describing significant events. 

The regional defence mechanisms of lining membranes 
and the skin are, in the normal (normergic) individual, 
temporary emergency measures to deal with powerful 
irritants. The pathergic individual uses them to deal 
with relatively trivial stimuli and for more persistent 
long-term needs. He has acquired the habit of reacting 
to danger passively and in the same way as to regional 
assault. Love, anger, or fear, if frustrated, are converted 
to longing, hate, and passivity, and the regional type of 
reaction is sustained. This autonomic cholinergic form 
of urticaria is engendered from the archipallium, whereas 
the antigenic histamine form arises in the skin itself. 
Feelings of helpless and passive resentment, often with 
masochistic fantasies, seem to be directly related to the 
outbreaks. The retreat into fantasy is a feeble substitute 
for an advance into action or words. Subsequent events 
which recall the earlier emotion-laden situation may 
cause relapses. The acetylcholine released acts on the 
arterioles whereas histamine acts on the capillaries, 
possibly explaining the larger subcutaneous lesions of 
giant urticaria. 

Graham and Wolf ® say that a dilated capillary is, 
ipso facto, a more permeable one, and they produce 
evidence to show that arteriolar dilatation alone, without 
the intervention of histamine, may cause urticaria. 
Trauma, even the pressure of clothing, may then by 
histamine release further lower the threshold of wealing 
and so localise the eruption to certain areas. Graham 
and Wolf describe a correlation between the discussion 
of emotional episodes and outbreaks of urticaria. Intense 
resentment about events to which the individual felt, 
for one reason or another, incapable of reacting in a 
positive way was the common starting-point. 

Sometimes an urticaria apparently caused by an 
antigenic food or drug is in fact precipitated by a mental 
association with some emotional event which coincided 
with the first time the food or drug was taken. In these 
circumstances, the food or drug is a specific mental, but 
not antigenic, precipitant. 

Fatigue also contributes to the production of urticaria, 
for it lowers the threshold of wealing. Overwork, 
infection, or malnutrition may be significant, but it is 
the tiring effects of unsettled emotional conflicts that 
may particularly disturb autonomic function and 
increase the sensitivity of the individual’s reactions to 
antigens and events alike, so that hyperergy, the com- 
monest form of allergy, results. Adrenaline depletion 
and failure to remove histamine may well be part of the 
mechanism by which this allergy develops. Rose and 


7. Roessle, R. Wien. klin. Wschr. 1932, 45, 609. 
8. Graham, D. T., Wolf, S. Ibid, 1950, 143, 396. 
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Browne ® show oa that the histamine content of the as 
is increased 200 times by adrenalectomy. Staub }° 
believes that adrenaline and histamine are partners in a 
compensatory mechanism which regulates the blood- 
pressure. The prompt response of many forms of 
hyperergy to adrenaline injections confirms in a practical 
way the importance of this cutaneous barostat. 


TREATMENT 


Clearly the treatment of urticaria is not a matter of 
giving an anti-histamine drug, and if that fails trying 
another. Rational treatment must be based on a search 
for a specific antigen and for a possible connection 
between the urticaria and the patient’s attitude to 
events. If the patient feels that the last straw has fallen 
in some way on his back, this straw may, in his mind’s 
eye, loom as large as a lash that weals his back. 

Feinberg," dealing with common misconceptions in 
the treatment of allergic conditions, said that although 
anti-histamines may show their greatest effect in urticaria, 
in many severe cases and in certain stages of urticaria 
they are by no means helpful; and they have no effect 
in some people, even with the mildest type of manifesta- 
tion. Most anti-histamine drugs are powerful local 
anesthetics, and the anesthetic and adrenergic effects 
are independent of the anti-histamine activity.2 They 
may act by blocking antigen-antibody junctions or, as 
Pellerat }* believes, by displacing tissue histamine from 
the cell receptors and liberating it into the blood, where 
it is partly adsorbed and detoxicated by the cellular 
elements of the blood, and partly neutralised by 
circulating anti-histamine. 

Histaminie antigenic urticaria may respond well to 
anti-histamine drugs, but adrenaline, the best of all anti- 
histamines, is still the most valuable remedy in the worst 
cases. It is essential to remove the source of antigens if 
possible—whether drug, food, or the products of micro- 
organisms. Until this has been done, the anti-histamines 
should be regarded as palliatives. In drug urticaria— 
due to penicillin, for example—the wealing may persist 
for a time in spite of the withdrawal of the drug, and 
anti-histamines are especially useful in these circum- 
stances. 

If the urticaria seems to be of cholinergic autonomic 
origin, the anti-histamines are likely to give disappointing 
results (though they may relieve irritation), for anti- 
histamines are usually ineffective against acetylcholine. 
These drugs are used today as much for their antipruritic 
property as for their anti-histamine effects, but the doctor 
who uses them in this way should do so deliberately and 
not deceive himself by imagining that their palliative 
effect is due to their action against histamine in patients 
with non-histaminic or only partly histaminic urticaria. 

The anti-histamines may relieve the irritation but 
not the wealing in pathergic autonomic urticaria, but 
similar or better results may be obtained by hypo- 
thalamic sedatives of the barbiturate group. Some 
relief may also be obtained for these patients by a 
morning dose of amphetamine sulphate to encourage 
the release of emotional tension through action or 
words.!4 Rest, although theoretically indicated, is of 
no certain value in chronic urticaria, and, after all, it only 
relieves a secondary cause. These measures are merely 
palliative and symptomatic, in the same way that the 
use of anti-histamines in histaminic urticaria is palliative 
if the source of antigens is not removed. Lasting relief 
can only be expected from exorcism and abandonment 
of the morbid fantasies. 


9. Rose,“B., Browne, J. 8. L. J. Physiol. 1938, 124, 412. 

10. Staub, H. Schweiz. med. Wschr. 1946, 76, 818. 

11. Feinberg, S. M. J. Amer. med. Ass. port 147, 617. 

12. Huttrer, C. P. Experientia, 1949, 5, 

13. Pellerat, J. Thesis, of 1945; Congr. Méd. 
frang. Paris, October, 

14. Kendig, E. L. Sth. eae Sure. 1945, 107, 366. 
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In England Now 


A Running Commentary by Peripatetic Correspondents 


ACCORDING to Professor Konrad Lorenz,! whom we were 
all happy to welcome to London this week, the present 
remarkable relationship of man and dog goes back to 
the time when dogs joined wandering tribes of primitive 
huntsmen as scavengers of any surplus mammoth flesh. 
After a few generations the dogs began to pay for their 
board by acting as guards and hunting aides. Ultimately 
some dogs ceased to be capable of living independently 
and came to accept Man as a substitute for their pack- 
leader—a healthy symbiosis which survives to this day 
in most homes of suburban England. But though Lorenz 
has illuminated many facets of dog behaviour, personal 
experience of three charming but quite diabolical dachs- 
hunds has convinced me that there is much about dogs 
that has yet to be explained. 

George, the ringleader of this unholy alliance, whose 
mother came from Bangalore, presents a baffling and 
often sinister pattern of behaviour, part intelligence and 
part instinct, which is quite beyond me, a mere doctor, 
to understand. At the age of 18 months he has succeeded 
in becoming a master of overdogmanship ; for example, 
he always goes rabbiting with his younger colleague and 
returns smooth and shiny, not a hair out of place, carrying 
a rabbit, while his companion, who is covered from head 
to foot with mud and is clearly regularly employed as a 
ferret, trots humbly behind, hoping he may be allowed 
perhaps a mouthful. And yet they appear to be on the 
best of terms ; students of political philosophy may be 
able to explain this. 

The other evening George resented a delay in his meal, 
and was found, five minutes before our guests arrived, 
standing in the middle of our carefully contrived dining- 
table décor licking the polished glasses, which activity 
he forsook, on our approach, to stare coldly past us. 
Considering his length of leg and the height of the dining- 
table, we considered this a remarkable physical as well as 
intellectual feat. 

During a scuffle in the kitchen the youngest dog 
secured and triumphantly, if slowly, consumed a teat 
from the baby’s bottle. George’s rage and frustration 
were wonderful to witness; he made his observations, 
planned his crime, and awaited his opportunity ; and 
nine days later, when the appropriate drawer was 
inadvertently left an inch or so open, he secured a brand 
new teat in ‘ Cellophane’ wrapper. His happiness was 
complete, and we wonder what Dr, Freud might have 
made of this. I feel that this particular human tribe 
must soon accept George as its pack-leader; it could 


perhaps do worse. 
* * * 


WHENAS IN SULKS 
““T’ve had a quite magnificent idea,” 
Said Robert Herrick. “I have asked Anthea 
—A charming girl with poise and no boloney 
I always think ; I’ve also asked Oenone, 
Electra, Dianeme, and Corinna, 
And all those rosebud-gathering girls to dinner. 
I wonder if we ought to ask Perenna ? 
She doesn’t look so well with all that henna .. . 
He faltered, smiling nervously at Julia, 
Observing that she looked a shade peculiar. 


* * * 


“Tm just going to Capetown.” ‘“T’ll see you in 
Montreal.” Such words are heard in the main corridor 
of my hospital probably even more often than at a 
large airport. All this is because the names of Common- 
wealth cities have replaced numbers for labelling the 
wards. The change, though no doubt a _ broadening 
influence in our life, is not all gain, for the numbers 
indicated geographical location. Thus the three floors 
at the north end of the hospital were North 1, North 2, 
and North 3, and the small ward attached to the lower 
ward was generally called ‘‘ North 1 little end.’”’ The 
two floors of the medical block are now Durban and 
Capetown. It would have been easier if Capetown was 


1. King Solomon’s Ring. London, 1952. 
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downstairs—i.e., further south—but it isn’t. So I have 
to remember that whereas Capetown is south of Durban 
on the map, the ward named Capetown is above—i.e., 
further north—than the ward named Durban. 

The new labels may be easy for the young men, or for 
those with a more elastic geographical outlook, but we 
older ones find them confusing. Ward labellers might 
take heed of the way streets in New York are named— 
e.g., West 42nd Street. There the name gives some clue 
as to where the street is, but with us the ward’s name 
gives no clue to its location. 

All the same there may be advantages in calling a 
room by a name. I remember a retired physician who 
labelled his room and workshop “ Liverpool ”’ so that his 
housekeeper could truthfully say, when he did not want 
to be disturbed, ‘‘I’m sorry, but he has gone up to 
Liverpool.” 

* * 

The silence of the night was broken by the creaking of 
boards in the hotel corridor. Someone was stealthily 
making for my room, and I did what anyone would do in 
like cireumstances—hid my head under the bed-clothes. 
A gentle tap on the door reassured me. Pulling myself 
together, I called out ‘‘ What is it?” A female voice 
replied ‘‘ It’s a heifer.” 

After a suitable pause to allow this strange communica- 
tion to register, the voice continued: ‘‘ Joe would like 
you to look at her.’’ Joe, the farm bailiff, is an old 
friend of mine, and I agreed to go. After all, I thought, 
there’s no harm in having a look. 


Joe: Sorry to get yer airt, Doc, but there’s summat up 
with yon, 

Self: It’s all right, Joe. Where is she ? 

Joe: Dairn t’lane. 


We went down the lane in pitch darkness,” without 
a torch. I was on holiday, of course, without the tools 
of my trade; all I had was head, hands, and general 
principles. Inspection, palpation, percussion, ausculta- 
tion—I could manage so much, at least. As it happened, 
the last came first, for | soon heard a sound like the 
dialling tone, a curious blend of menace and misery, 
which enabled me to locate the patient. Since it was too 
dark to see anything, I cautiously palpated an unidenti- 
fiable part of the beast between its head and its tail. 
Whatever it was, it felt doughy, and light pressure 
produced a sound like the crackling of thorns under a 
pot. How I wished someone had written an article 
on “ Doughiness and crackling in heifers’?! Instinct 
told me that the signs boded no good, and I ventured 
my opinion. 

Self: You're right, Joe, there’s summat up. 

Joe: Ay, doc, ah were sure there were, and if yer ask me 
she’s ‘ad it, and she won’t last till morning. 

Self: That’s it, Joe, she’s had it. I suppose heifers are 
much more lively than this when they’re well ? 

Joe: Oh ay, quite different than this. 

Self: That’s what I thought. This one’s very ill, and I 
don’t think she’ll last long. Can we do anything for her ? 

Joe: Oh no, not at this time o’night. Thanks ever so much 
for coming. There’s nowt like a second opinion. 


No, I thought, there isn’t, and if my diagnosis was 
rather indefinite, it was no worse than many another, 
and my prognosis at any rate was right. 


* * * 


The last patient of a busy surgery on a cold, wet, 
evening was a rather dirty, rhinorrhceic boy of 8, who had 
clearly been too timid to take his proper turn in the 


queue. Without a word he handed me a scrap of paper, 
which read : 


** Doctor—Do you give Horlicks on the National Health ? 
1 was run down recently and bought a bottle but I have now 
finished it, and it did me good. If it is allowed will you please 
give a prescription. 
Yours truly, 


P.S.—This boy needs his finger lancing.”’ 


The dramatic simplicity of the last line contained an 
accurate diagnosis, so I was able to ensure that at least 


one member of that family slept more soundly that 
night. 


Letters to the Editor 


** UNFIT FOR MILITARY SERVICE ”’ 

Sm,—I am concerned at the apparent increase in 
certificates lightly given by medical practitioners, both 
general and specialist, stating that a patient is unfit 
to do his National Service. It is not the numerical 
increase that worries me so much as the unthinking and 
often unfortunate way in which these certificates are 
given, so that considerable harm is done on all sides. 
I am able to see both sides of this because I hold a 
civilian appointment and, quite separately, an advisory 
one to one of the Services. : 

The harm is first done to the patient, who forms the 
view that either he or Service life is unhealthy ; this is 
usually quite absurd, and in fact Service life is often the 
saving of a nervous and coddled young man. 

Secondly. harm is done to the parents, who probably 
have visited the doctor and often paid a fee with the 
purpose of acquiring such a certificate, and who then 
develop a paranoid outlook to life in general and the 
Service in particular when their son is asked to serve 
after all. 

Thirdly, harm is done to the Service, because this 
situation often leads to a Ministerial inquiry and a 
question in the House of Commons ; and the whole issue 
may become political, with the added suggestion that 
Service doctors are poor clinicians. In fact clinical 
ability in Service doctors has probably never been 
higher in peace-time than it is now. 

It is of course most valuable to have a balanced and 
experienced opinion on a National Serviceman from his 
own doctor or a competent specialist. I have noticed 
that those doctors who have known something of Service 
life themselves never give the type of certificate about 
which I am concerned. 

My particular interest brings me into contact with 
certificates about ‘‘ blackouts ’’ and headaches. Nothing 
is more helpful than a good description by an unbiased 
observer of an attack of unconsciousness, and nothing 
more harmful than the last certificate I read which 
stated : ‘‘ I have examined X.Y.Z. who is suffering from 
neurocirculatory asthenia and is quite unfit for any 
form of military service.’’ The signature was grandiose 
in its self-description ; and in fact the boy was suffering 
from mild attacks of migraine which had not interfered 
with his earning capacity (£14 a week). 

My plea is for more care and thought in the giving of 
these certificates, particularly in cases of vasomotor 
syncope, which is often due to muscular flabbiness and 
for which the physical training of Service life is one of 
the best forms of treatment. 

London, W.1. 


A. BARHAM CARTER. 


CHILD-WELFARE CLINICS 

Sir,—Most general practitioners will agree with the 
conclusions in the article by Dr. George and his collabora- 
tors (Jan. 10), but the suggestion that few of them are 
at present equipped to do child-welfare work is some- 
what surprising. Since they deal every day with the 
very conditions which are seen once a week at the clinic 
and have the added advantage of knowing the family 
and how it lives, they can hardly fail to have enough 
experience. 

Some already hold afternoon sessions for infants and 
children because so many mothers prefer their family 
doctor’s opinion to the clinic medical officer’s: the 
advice in many cases is the same, but it is trusted more 
when given by the well-known general practitioner 
than by the seldom-seen clinic doctor. 

An increased capitation fee, or indeed any other 
incentive, would encourage more to do the same. Whether 
they work in their own surgeries or in the local authority’s 
premises is immaterial, and would depend on local 
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conditions. (In many villages, for example, the surgery 
is often far more suitable than the hired room in the 
parish hall which houses the clinic.) The main point 
is to put the responsibility for child health where it 
belongs—with the family doctor. 

Whickham, 

Newcastle upon Tyne. ANDREW SMITH. 

Sir,—In 1944 the late Dr. Dalrymple Smith, of 
Richmond; and I wrote a memorandum on the care of 

the child in the future health service which was almost 
identical with the suggestions of Dr. George and his 
colleagues except that we carried the care back to 
the antenatal period. Since we wrote that, I have 
become convinced that such an association of general-prac- 
titioner pediatricians (or, as we called them, family 
practitioners) with a group of general practitioners would 
be feasible only in the group practices of small market 
towns, where 4-8 practitioners cover the whole area. In 
rural areas and in densely populated urban areas (where 
there seems little tendency toward the spontaneous 
formation of group practices) I am sure that the general 
practitioner should become the family doctor and give 
both preventive and curative advice. 

If we split up the life of ‘“ the whole man,” the doctors 
attending him in the different phases will never learn how 
the care or lack of care of the infant and the child can 
influence the future well-being of the adult. Faulty advice 
and unsuitable treatment may be perpetuated by the 
failure to recognise its effects. Such a situation arises 
already with regard to advice on infant feeding given by 
persons who never see the baby after the first few weeks. 
Lack of knowledge of the subsequent failures leads to 
complacency and rule-of-thumb methods. 

Another point that it would be well for us to remember 
is that it is not the practitioner who treats the child, but 
the mother. I am sure that there are many doctors who 
are “interested in children,’ and give much thought to 
their diagnoses, lines of treatment, and prognoses, but 
who fail utterly to gain the confidence of the mothers. 
This is usually because they give them orders, instead of 
inviting the mothers to observe the children for them. 
The best way of gaining the confidence of mothers is to 
know them well before and during the time their babies 
are born. 

The best way to ensure happy and thoughtful parents 
for the next generation is to follow our present patients 
carefully from childhood through adolescence to manhood 
and womanhood. 

York. F. CHARLOTTE NaIsH. 

Sir,—I hope that Dr. Tabbush’s suggestion that 
general-practitioner services should be split up on 
an age-group basis at a point halfway through childhood 
will not be seriously entertained. His justification of this 
attack on the “ concept of the family doctor ’’ appears to 
rest solely on the statement that in certain families 
different members of the family are looked after by 
different doctors already. 

It would be a bad mistake to assume too lightly the 
inevitability of the defects of the past and present, and 
to make administrative arrangements which would 
ensure their perpetuation. The present division of 
responsibility for the health of children between general 
practitioners, child-welfare services, school medical 
services, and hospital outpatient departments is such a 
defect. This encroachment on the responsibility of the 
family doctor is to a large extent the result of the failure 
of the old National Health Insurance system to cater 
for dependants of bread-winners: many parents could 
not afford to pay private fees, and children therefore got 
no medical care unless ill enough to warrant a visit to 
an outpatient department or admission to hospital ; and 
general practitioners thus lost much of the experience 
they would otherwise have gained in dealing with child- 
hood ailments and problems. The child-welfare services 
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grew up in an attempt partially to fill this void; but 
when in 1948 a universal medical service, available to all 
citizens of and visitors to this country was introduced. 
the opportunity arose of filling this void more satis- 
factorily from another direction. Since 1948 there has 
been no particular economic reason why children should 
not receive all the medical care they require from the 
family doctor ; but habits change slowly. 

It has been my experience, when working in a children’s 
outpatient department in London, that we spend much 
of our time dealing with problems which need never have 
been the subject of a consultation if the family doctor 
had had the time, the inclination, and the opportunity 
to observe the symptom in its home environment. In 
these outpatient sessions we hear many of the criticisms 
of our colleagues in general practice to which your 
correspondent refers: but this is not a matter solely of 
the extent of these doctors’ specialist knowledge of 
children’s diseases. If a doctor has failed to give satis- 
factory service to a child, the same has usually applied 
to his dealings with adult members of the family: but 
we most of us tend to worry more about our dependants, 
and especially our children, than about ourselves ; and 
a responsible parent who is thus dissatisfied will immedi- 
ately seek whatever other help is available, whether in a 
welfare clinic or in a hospital outpatient department. 
But these are second choices ; everybody’s first choice 
would bé a responsible doctor, proud of his job of looking 
after the whole family. 

The attitude to medicine which sees nothing funda- 
mentally wrong in the splitting up of general-practitioner 
services by age-groups will, if applied in other fields, lead 
directly to a service in which the general practitioner 
ceases to hold the major responsibility for the health of 
the family, and acts solely as an agency for a variety of 
narrow specialties ; and to a state of affairs in which 
the patient only gets satisfactory service to the limited 
extent that he is a machine which develops remediable 
mechanical faults. Surely the ideal service is one in which 
the patient’s contact with specialist branches of the 
profession is solely through a responsible family doctor by 
whom opinion is sought and to whom opinion is given, 
as has always been the case in the best private practice. 
Like all ideals this is not universally attainable, but it is 
none the less worth striving for. We shall not approach 
it by throwing it overboard. 

All of us who work for children wish to do our best 
by them, but we must look carefully ahead ; and I am 
sure that your correspondent has not seen the precipice 
over which he would lead a Gadarene herd. 

In our maturing health service only the continuing 
personal service, which the family doctor alone can give, 
can protect the patient from what most of us regard as 
a characteristic evil of our time, but which is probably 
universal, and which was certainly sufficiently well 
recognised by critical observers of the first Elizabethan 
age for Shakespeare to describe it for all time as ‘‘ the 
insolence of office.”’ 

The Hospital for Sick Children, 

Great Ormond Street, 
London, W.C.1. 
SKIN BANKS 

Sir,—Prof. L. 8. Penrose has recently drawn my 
attention to Mr. M. F. A. Woodruff’s reply? to my 
letter.2, Mr. Woodruff has raised some arguments which 
I must admit do seem to be cogent, suggesting that the 
number of independent skin antigens in man is unlikely 
to be as low as 20. Nevertheless I tLink it would be a pity 
if the criticism of my letter were to obscure the points 
that are uncontroversial. The general theoretical results 
could be applied to any homografting or homotrans- 
planting work in animals or man. It is also worth noting 


Davip Lawson. 


1. Lancet, 1952, ii, 779. 
2. Ibid, p. 289. 
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that the effective number of skin antigens may well turn 
out to be reducible by means of special drugs. It can 
only be advantageous to know in advance the possible 
implications of research into the use of such drugs. 


I. J. Goon. 


London, N.W.2. 


PRACTICAL PENICILLIN 


Smr,—In 1947 when in general practice, I treated 
patients suffering from boils and carbuncles with sys- 
temic penicillin. At that time I used the oil-wax 
suspension (1,250,000 units in 10 ml.). I gave a single 
dose of 10 ml. I treated patients with otitis media, both 
in the acute and chronic phases, with the same oil-wax 
suspension, but I gave them the 1,250,000 units in four 
daily doses of about 300,000 units each.? 

My treatment differed from that described by Mr. 
Cohen (Jan. 24) in that, apart from the application of 
a piece of gauze or lint on any discharging area, there was 
no local treatment. 

For over a year now I have been in the habit, if the 
patient did not respond to penicillin injections within 
thirty-six hours, of giving aureomycin, which I found to 
be far the most effective antibiotic in staphylococcal 
infections. Aureomycin has the added attraction that 
it can be taken by mouth. 

During the last twelve months I have not resorted to 
incision at all. In 2 cases, however, when the induration 
had subsided I was able to aspirate the pus. 


Enfield. I. GOTTLresB. 


THE MEDICAL SERVICES IN THE KOREAN WAR 


Sir,—Dr. Binning (Jan. 24) has expressed anxiety 
that whole blood was not available for Commonwealth 
medical units. It would indeed be strange if such were 
the case, but let me assure him that whole blood is 
supplied by the United States Medical Services to all 
United Nations medical units. 

The point which I am sure the writer of your article 
wished to make was that American policy was to give 
whole blood rather than plasma to types of cases in 
which we prefer to give plasma. 

Osborne House, East Cowes, 

Isle of Wight. 


(ESOPHAGEAL CONTRACTION AND CARDIAC 
PAIN 


Smr,—In your issue of Dee. 6 Dr. William Evans 
presents an impressive series*of fluoroscopic observations 
on the motility of the cesophagus and its possible relation 
to “ cardiac-like ’’ pain. Although in a certain number of 
the patients described the pain may be related to 
esophageal dysfunction, the pathological significance of 
some of the observed phenomena must be questioned. 

The ** cesophageal arrhythmia ’’ discussed by Dr. Evans 
sounds very much like “ tertiary contractions ’’ which 
Templeton and others have described in many people, 
especially in the older age-groups, with a normal 
cesophagus. In their extreme form these contractions 
have been called ‘ curling ’’ and appear not to have any 
pathological significance, though they are sometimes 
associated with cesophageal diverticula or carcinoma. 

Dr. Evans further attributes the observed retrograde 
propulsion of barium to probably antiperistaltic waves. 
So far as I know, no-one directly recording cesophageal 
motility has ever found true antiperistalsis; and the 
return of barium towards the upper cesophagus may be 
explained on the basis of rebound of the bolus, which is 
propelled forward by peristalsis and encounters a 
physiological block in its path (call it cardiae sphincter, 
esophago-gastrie junction, or what you will). Two of 
my colleagues (Ingelfinger and Kramer) and I have 
studied esophageal 1 motility with simultaneous fluoro- 


1. Gottlieb, I. Lancet, 1947, ii, 808. 
2. Gottlieb, 1. Brit. med. J. 1948, i, 124. 


N. CANTLIE. 


LETTERS TO THE EDITOR 


[FEB. 7, 1953 


scopic observations and direct pressure recordings with 
balloons or an electrical recording device. Although we 
have seen a good many cases where barium flowed 
cephalad, we have never observed retrograde progression 
of pressure waves. 

The temporary halt of the barium meal at the dia- 
phragm or just above it is a normal event of varying 
duration in different subjects. 

Finally, the partial or total pinching off of the 
esophagus 1-2 em. above the diaphragm again is a 
normal phenomenon seen in every subject on deep 
inspiration. From a few fluoroscopic observations in 
subjects where a small tenuous dome is seen to project 
above the diaphragm and attach at the site of the pinch- 
cock, we have favoured the theory that this pinching off 
is due to the action of the phrenico-cesophageal membrane 
at the site of its attachment to the cesophagus. 


Massachusetts Memoria 
Hospitals, Boston, U.S.A. GUILLERMO C. SANCHEZ. 


ACTION OF PARATHYROID HORMONE 


Srr,— Your leading articles of Jan. 10 on hyperpara- 
thyroidism and nephrocalcinosis (idiopathic renal acidosis) 
certainly emphasise the complexity of the problem when 
both kidney and parathyroid are involved in one 
syndrome. I should like to draw attention therefore 
to an observation which I made last year in the veterinary 
field, and which may be pertinent. 


Renal osteodystrophy (rubber jaw), a not uncommon 
condition in the dog,! is assumed on good evidence? to be 
primarily a renal disease. The lesions of osteitis fibrosa which 
subsequently develop are associated with hypertrophy of the 
parathyroids,'~* and apparently the degree of hypertrophy 
and overactivity of the gland is directly related to the stage 
of the renal lesion.?. The cause of this lesion is so far unknown ; 
but in dogs there is a high incidence of Leptospira canicola 
infection, which is known to produce nephritic lesions 
resembling those in osteodystrophy. Apparently in man 
there is no single similar condition that occurs so regularly 
or follows so unvarying a course. Incidentally the canine 
condition was first described by Dr. Tom Hare before the 
Royal Society of Medicine.°® 


Last year I attended a trio of cases which constitute 
an unusual coincidence or alternatively provide food for 
thought regarding associated renal parathyroid syndromes 
in the dog. The cases will be described elsewhere, but 
briefly the facts are as follows : 


In one set of kennels three closely related dogs (sire 5 years, 
son 3 years, stepdaughter 3!/, years) were destroyed within 
a period of 6 weeks. All had uremia arising from chronic 
nephritis. Of the two younger dogs one showed advanced 
coincident osteitis fibrosa (renal osteodystrophy), the other 
bilateral renal calculi. The sire was found to have pro- 
nounced hypertrophy of one adrenal gland. No lesions were 
found in any of the dogs except those in the kidneys. There is 
good evidence that the calculi had been present in the bitch 
at under | year of age. 

Renal calculi are rare in the dog, although cystic 
ealeuli are common.® Primary parathyroid tumour has 
never been satisfactorily demonstrated in the dog to my 
knowledge. It is tempting to suggest that in this case 
also (as in that showing osteitis fibrosa) a primary renal 
lesion preceded the mineral imbalance, leading in one 
instance to calculus formation and in the other to bone 
dystrophy. As to the hypertrophy of the adrenal in the 
third case, I make no comment; but I have previously 
suggested } that examination of this gland in cases of 
chronic nephritis in the dog, especially when associated 
with osteitis fibrosa, might demonstrate hypertrophy if 


. Hogg, A. H. Vet. Rec. 1948, 60, 117. 

Platt, H. J. comp. Path. 1951, 61, 188, 197. 

. Ojemann, J. G. Osteodystrophia Fibrosa. Amsterdam, 1943. 

. McIntyre, W. I. M., Montgomery, G. L. J. Path. Bact. 1952, 
64, 145. 

. Hare, T. Proc. R. Soc. Med. 1934, 37, 789. 

. Krabbe, A. Paper pr at the Annual Congress of the British 

Veterinary Association, 1949. 
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examined by the technique adopted by Geaee? , for 
the parathyroid in man or that of Platt? in the dog. 
Indeed Stoeltzner® many years ago in his ‘ adrenal 
theory ”’ stated that disease of these glands was a cause 
of osteomalacia. At one time it was also said that in 
man hypertrophy of these glands was observed in 
chronic nephritis.® 


Warwick. A. H. Hoge. 


TUBERCULOSIS MORTALITY 


Srr,—In your leading article on this subject (Jan. 24) 
you have misrepresented a statement in my paper.!° 
You say: 

“* Russell states that previous investigations based on the 
cohort method of study have emphasised the dependence of 
pulmonary tuberculosis mortality in adult life on that 
experienced by the same age group in childhood.” 

What I actually wrote was : 

** The conclusion reached by previous cohort investigators 
is that the magnitude of the phthisis mortality in adult 
life is shaped or determined to a greater extent by the 
conditions of life in childhood than by happenings in or 
about the year of death.” 


As regards your later comment on the influence of 
childhood environment on adult phthisis, I would say 
that according to the Kermack theory one would expect 
a continuance into later life of the high positive corre- 
lation shown to exist up to age 25. As will be seen in 
table tv, the association disappears and the correlation 
with contemporary environmental conditions becomes 
definitely the more important. 


Institute of Social Medicine, Oxford. W. T. RussELL. 


PSYCHOSIS WITH ISONIAZID THERAPY 

Sir,—I wish to report the following case. 

A man, aged 26, and weighing 48 kg., was admitted to 
Riad Hospital on Dec. 11, 1952, with bilateral caseo-pneu- 
monic tuberculosis. He was given isoniazid (‘ Rimifon’) in 
a daily dosage of 6 mg. per kg. body-weight, with strepto- 
mycin | g.every other day. His condition improved greatly ; 
his appetite was always good, though he complained of 
abdominal pain, constipation, and drowsiness. 

On Jan. 14, 1953, he developed mental symptoms. He 
was very irritable and had hallucinations and delusions. 
Sometimes he cried and put his hand on his head, and later 
fell into a confused muttering and impulsive movements. 
Examination showed exaggeration of the tendon reflexes ; 
the cerebrospinal fluid was normal. There were no skin, 
oral, or gastro-intestinal manifestations of pellagra, but 
since it seems that isoniazid inhibits the action of nicotinic 
acid in the formation of co-enzymes necessary for cell 
metabolism, we decided to stop isoniazid and to give 
nicotinamide. 

Administration of nicotinamide was started on the same 
day with 100 mg. intramuscularly and 50 mg. by mouth every 
6 hours. By the 3rd day the patient’s condition had greatly 
improved, and on the 4th day he was completely cured of his 
psychosis: he was quiet, and his reflexes were normal ; 
his appetite was good, and he no longer complained of 
abdominal pain or constipation. 


This case, together with that described by McConnell and 
Cheetham," proves that isoniazid in a daily dosage of 6 mg. 
per kg. is not always without ill effects in an under- 
nourished patient who is not given enough nicotinic acid 
to balance the action of isoniazid. Nicotinamide should 
be given in such cases to prevent the organic cerebral 
impairment described by Hunter.!” 


Hospital, Riad, 


M. 
M. ZaBaD 


7. Gilmour, J. R. ag Earetnete Glands and Skeleton in Renal 
Disease. London, 1 

8. Stoeltzner. In Special’ Pathology and Therapeutics of the 
Diseases of Domestic Animals. London, 1938; vol. 3, p. 191. 

9 The Adrenals. 1929. 

10. » Offr, 1952, 88, 269. 

ii, Sc ‘onnell, R. B., Cheetham, H.D. Lancet, 1952, ii, 959. 

12. Hunter, ee Ibid, p. 960. 
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THE ANKLE BLOW-OUT SYNDROME 


Srr,—I also would like to congratulate Mr. Cockett 
and Mr. Elgan Jones on their excellent article of Jan. 3. 
It is outstanding as a contribution to the literature 
about leg ulcers because it consists mainly of factual 
observations. Mr. Krafft’s letter (Jan. 24) is not so well 
founded on fact, but his opinions and theories have their 
value. Previous correspondence on this subject has 
shown that many agree with him that firm bandaging 
will allow an ulcer to heal, and I would like to ask 
Mr. Cockett whether he could record the pressure in the 
veins below, beneath, and above such a bandage, and 
thus supply Mr. Krafft with more facts on which to 
base his theories. 

Alnmouth, Northumberland. G. L. Leatuarr. 


Sir,—It is extremely unfortunate that Mr. Krafft 
should have read in the paper by myself and Mr. 
Elgan Jones statements which are not there! We 
do not claim that an incompetent perforating vein 
or veins is the cause of every ulcer. Nor did we say 
anywhere that incompetence is always found only in the 
perforating veins in cases of post-thrombotic ulcer. Such 
a statement is obvious nonsense. 

In drawing attention to this particular site of venous 
valvular incompetence it is important to realise that it 
may be, and often is, a part of a much more extensive 
incompetence in the leg. It may be associated with post- 
thrombotic valve destruction in the deep veins of the calf 
or of the whole length of the leg. The anatomical path 
by which clot in the calf veins may find its way into the 
perforating vein, and thus cause this particular local 
venous incompetence, was pointed out in the last part of 
our paper, and has been observed several times since. 
For this reason we would expect incompetence of the 
perforators to be a fairly constant result of deep vein 
thrombosis, and this we have in fact found. Now in 
these legs with extensive valvular destruction in the deep 
veins from ankle to groin, due to old femoral thrombosis, 
the ulcer is only one component of the post-thrombotic 
syndrome; the other two components are postural 
cedema, and postural pain and aching in the lower leg. 
Our experience of the results of deep-vein ligation 
(extending over about 20 cases to date) has been reason- 
ably clear-cut. The aching in the leg is always relieved ; 
the swelling is often improved, but is never made worse ; 
the ulcer is seldom affected much. If the swelling is 
made worse by deep-vein ligation, then probably a 
competent vein has been tied in error. One of the great 
difficulties in this work so far has been the lack of a 
simple, easy technique for showing for certain whether 
valves are present and functioning in the femoral vein. 
This difficulty has been met by the introduction of the 
Valsalva technique of venography. (This technique is 
shortly to be described in the British Journal of Radiology.) 
Thus it was this notable failure of deep vein ligation to 
control ulcers which set us looking for a more local cause 
underneath them. Moreover, well over half of our ulcer 
cases show numerous competent valves in the femoral 
vein at venography. To argue that, in spite of the valves 
being there, they are perhaps not as competent as they 
should be seems to us to be begging the question. 

Finally there are a small group of cases in which an 
incompetent perforating vein draining into a mass of 
dilated venules beneath the ulcer is the only venous lesion 
demonstrable in the limb. This was so in the case dis- 
sected and described in our paper; and we have had 
several fully investigated cases since then, which have 
been operated upon. To suggest that such a state of 
affairs can have little to do with the ulcer, and to base 
this solely on a complicated mechanistic theory of action 
of the calf pump, seems to us inadmissible. Mr. Krafft 
overlooks the vital point in the structure of the calf 
pump—namely, the fact that it is a large muscle within 


‘ 
| 
on 
a- 
ig 
he 
a 
ap 
h- 
iS) 
on 
ch 
he 
1y 
la 
ne 
te 
1t 
in 
er 
re 
is 
th 
1S 
‘ 
al 
of 
if 
2, 


296 THE LANCET] 
a firm inelastic layer of fascia. This fascia is particularly 
strong and closely applied to the muscles in the lower 
third of the leg. A leak outwards from this musculo- 
fascial structure would be effective in transmitting the 
raised pressure inside the fascial sheath outwards, 
irrespective of whether the rest of the valves within the 
pump were normal or abnormal. 

In conclusion I should like to stress two points. First, 
the presence of an ulcer in a leg presents a diagnostic 
problem in sorting out the factors responsible for it ; 
some of the factors are arterial ischaemia, infection, 
trauma, general disease, or venous incompetence which 
may lie in the superficial veins, deep veins, or com- 
municating veins, or a combination of these three, 
The younger group of patients are usually extremely keen 
to have any operative treatment which holds out hope of 
cure. The older patients do extremely well on supportive 
treatment, as is well known. 

Uleer of the leg is such a common, everyday disease, 
and is socially so unpleasant and economically so impor- 
tant, that the subject deserves a good deal of interest 
and research. 


St. Thomas’s Hospital, 


London, S.E.1. F. B. Cockett. 


BOVINE TUBERCULOSIS AND HUMAN 
TUBERCULOSIS 


Srr,— Mr. Pitcher, in his letters of Dec. 6 and Jan. 24, 
makes the mistake of estimating the incidence of pul- 
monary tuberculosis from ‘notification statistics. He 
overlooks the fact that improved case-finding could 
account for the increased morbidity-rates he quotes. 
Indeed, one is tempted to suggest that the counties whose 
health authorities were astute enough to advise attesta- 
tion of dairy herds are the counties where improved case- 
finding methods are likely to have been encouraged and 
developed. 

The uncertain remote benefits of drinking tuberculous 
milk must be compared with the certain immediate risks 
of primary infection. Only the survivors of such infection 
will enjoy any increased resistance to tuberculosis. 
Therefore, before publicly advocating oral vaccination 
with virulent bovine bacilli. Mr. Pitcher should examine 
and quote the mortality-rates from non-respiratory 
tuberculosis (especially in young children) in the counties 
he has studied. 


Poole Hospital 


pital, 
Nunthorpe, near Middlesbrough. J.P. ANDERSON. 


TUBERCULIN SENSITIVITY 


Sir,—The interesting paper by Dr. Edwards and Dr. 
Palmer (Jan. 10) illustrates the value of qualitative 
examinations of the tuberculin reaction, but they do not 
seem justified in suggesting that the low-grade sensitivity 
to tuberculin shown by children in Egypt and India 
may be due to non-tuberculous infection. It is well 
known that sensitivity to tuberculin can vary greatly. 
Bluhm ! found that it diminished with healing of tubercu- 
lous lesions. Reversion to complete insensitivity in those 
who had previously reacted is a recognised phenomenon 
and has occurred, according to Rich,? in between 2% 
and 21% of the persons studied. Indeed, although this 
is rare, it is possible to suffer from moderately active 
tuberculosis without having a positive tuberculin reac- 
tion? 4 At the other end of the scale there are those 
who, although not suffering from tuberculosis, react to 
tuberculin in fantastically high dilutions. Lyle Cummins 5 
found Africans who were positive to 1/10,000,000 
tuberculin, and his work has been confirmed by others. 
Europeans rarely react so strongly, and of 50 tuberculous 


1. Bluhm, I. Tubercle, 1948, 29, 73. 

2. Rich, A. R. Pathogenesis of Tuberculosis. Oxford, 1951. 
3. Lichtenstein, M. R. Amer. Rev. Tuberc. 1947, 56, 198. 

4. Mascher, W. Ibid, 1951, 63, 501. 
5. Lyle Cummins, 8S. Twbercle, 1948, 29, 58. 
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patients in my hospital not one was positive to 0-2 ml. 
of 1/1,000,000 tuberculin when tested recently. 

If the capacity of Africans to react to tuberculin were 
taken as a standard, the reaction of Europeans would 
be uniformly ‘‘low-grade’’; but this would not be a 
reason for suggesting that the European reactions were 
non-specific in origin. It seems more logical, therefore, 
to conclude that for reasons that are not yet obvious 
tuberculin sensitivity may vary widely between different 
groups of people, than to conclude that an organism 
other than the tubercle bacillus-is responsible when the 
tuberculin reaction is minimal. 

Surely, however, the crucial question is the clinical 
significance of variation in the tuberculin reaction. It 
is generally agreed that acutely sensitive Africans are 


more liable to tuberculous disease than those who do * 


not react strongly to tuberculin, and that loss of sensi- 
tivity does not by any means indicate loss of resistance 
to infection. It will be most important, therefore, if 
in the future Dr. Edwards and Dr. Palmer can indicate 
the mortality and morbidity rates from tuberculosis in 
the various groups of children who have been the subject 
of their present research. It seems unlikely that this 
implication can have escaped the notice of such careful 
workers. Certainly the protective value of B.c.G. vacecina- 
tion, from a statistical point of view, would be greatly 
enhanced if many of those who were vaccinated were 
already highly resistant to tuberculosis. 


Dungannon Chest Hospital, 
Dungannon, co. Tyrone. 


E. F. JAMES. 


STREPTOMYCIN-P.A.S. HYPERSENSITIVITY 


Sir,—May I make some comments on Dr. Marsh’s 
paper on this subject.? 

It seems that his patient showed hypersensitivity to 
p-aminosalicylic acid (P.A.s.), streptomycin, chloramphenicol, 
penicillin, and a local anesthetic solution, and that he suggests 
the aggregation of P.A.s., streptomycin, chloramphenicol, and 
the unspecified local anesthetic into one group of reactive 
agents—‘‘ substances containing a benzene ring with an 
attached amino or nitro group.” He then suggests that 
penicillin is in a second group, with a common factor with 
streptomycin, for both these substances are said to be 
‘“eomplex proteins derived from moulds.” Furthermore, he 
remarks on the alleged importance of m-aminophenol in 
P.A.S. hypersensitivity. 

When one patient shows hypersensitivity to several drugs 
it is hard to decide whether one is dealing with a mixture of 
specific reactions or whether there is a true ‘‘ cross-reaction.” 
By the term “ cross-reaction ’’ I mean the development in the 
organism of a capacity to react abnormally to one or more 
different chemical] structures, each quite different in structure 
from the original reactive agent. By the term specific reaction 
I mean a reaction invariably dependent on a particular 
chemical structure; and the specific structure does not 
necessarily include the entire molecule. 

From my own and from published observations it seems 
that in patients who show skin hypersensitivity to P.a.s. no 
definite hypersensitivity reactions have been demonstrated 
when pure salicylates, phenols, carboxylic acids of benzene, 
and carboxylic acid phenols are applied to the skin. All 
those tested have been hypersensitive to various primary 
aromatic amines (using the term “ aromatic amine ”’ for those 
compounds composed of an amino group directly attached to a 
benzene ring, but not including those with an amino group 
only in a side-chain). I have not yet seen a reaction in such 
patients after the application of either secondary or tertiary 
mixed aliphatic-aromatic amines. Moreover, I do not know 
of any reactions to benzene derivatives containing amino or 
amido groups in side-chains only, unless the structure of 
the compound suggested the likelihood of its in-vivo 
transformation to a primary aromatic amine. 

Though a primary-aromatic-amine structure seems essential 
to the skin reaction caused by P.A.S., it is also clear that quite 
simple additions to the structure will alter such reactions. 
For instance, a patient whose skin was hypersensitive to P.A.8. 
reacted severely to the application of aniline, but more mildly 
to 1, 4-benzenediamine, and not at all to p-aminobenzene- 


1, Marsh, K. Lancet, 1952, ii,606. 
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severely to aniline, showed no reaction to the p-amino and the 
o-amino benzoic acids. It seems, therefore, that the presence 
of any primary aromatic amine on the skin of these patients 
is not enough to produce a reaction ; but if such a reaction is 
to occur, the reactive agent must be an actual or potential 
primary aromatic amine. 

I have used a semiquantitative method? of testing skin 
sensitivity to p.a.s. I found that the reaction was greatest 
with sodium p-aminosalicylate and not with the aminophenols. 
Furthermore, if the carbon atoms 3 and 4 of aniline are both 
attached to a single-ring grouping, the resulting compound, 
2-naphthylamine, produces a more severe skin reaction than 
that given by the aminophenols in the same patient. This 
observation requires confirmation with specially purified 
2-naphthylamine; and cautious interpretation of these 
quantitative phenomena is necessary, for the matter involves, 
among other things, the question of differential skin absorp- 
tion. These points need further examination, for they warn 
us against the too ready acceptance of the importance of 
m-aminophenol in P.a.s. reactions. 

If the primary-aromatic-amine structure is the essential 
one, we would expect that substances readily convertible in 
vivo to primary aromatic amines might also be highly reactive 
in such patients. It seems to me likely that the systemic 
chloramphenicol reaction in Dr. Marsh’s patient was not due 
to the amido group in the dichloro-acetamido-propane-diol 
side-chain, but to the in-vivo reduction of the nitro group to 
the corresponding amino group—the result being a reactive 
primary aromatic amine. Similarly, although I have not yet 
tested such compounds, it would not be surprising if the skin 
of these patients reacted to the application of other potential 
primary aromatic amines, such as the nitrobenzenes, aromatic 
hydroxylamines, and certain quinone derivatives. 

At the moment, therefore, I think it is reasonable to suppose 
that P.a.s. skin hypersensitivity, and possibly the general 
systemic reaction, is activated by a primary-aromatic-amine 
structure, but the degree of the reaction is associated with 
additional structures in the aromatic-amine molecule. The 
influence of these structures may vary from patient to patient 
and from time to time in the same patient. In other words, 
if the skin reactions are of the same nature as the systemic 
reactions, the P.A.s. reaction may always be a “ group 
sensitisation phenomenon having a variable “ intragroup 
spectrum.” Further investigation may take us a stage further, 
and identify the basic structure for this group sensitisation 
as @ primary phenolic amine ; but it seems doubtful whether 
such a claim can be reasonably made at this time. 

The difficulty in relating hypersensitivity reactions to 
biological substances such as streptomycin and penicillin is 
the complex nature of the inevitable impurities, which often 
contain structures common to other antibiotic impurities. 
In fact, it is unlikely that much headway will be made until 
streptomycin and the penicillins are available as pure 
chemically synthesised substances. 

The bearing of such antibiotics on P.a.s. hypersensitivity 
is uncertain. The streptomycin molecule contains no benzene 
ring—i.e., it is not a cyclohexatriene compound. In fact, its 
streptidine fraction can be regarded as a secondary diamine 
derivative of an inositol—and here is a problem. With 
patients showing skin hypersensitivity to both streptomycin 
and P.A.Ss., can the streptomycin reaction, if not due to 
impurities, be due to a primary-aromatic-amine reaction like 
that postulated for p.a.s.? Are the two streptidine amidino 
groups removed by hydrolysis and the nucleus dehydrogenated 
to a benzene ring ? Such changes would produce the necessary 
primary aromatic amine. 

It seems that little is known about these matters, and 
although in-vivo dehydrogenation of cyclohexane derivatives 
is stated to have occurred, it is also said that no trace of 
aniline or aminophenol occurs in the metabolism of amino- 
cyclohexane. More particularly, the structure of the pure 
aromatic penicillins (excluding the procaine salts) does not 
suggest the possibility of the in-vivo conversion of the benzene 
and phenolic structures into aromatic amines. 

The interplay of the sensitising properties of these anti- 
biotics remains mysterious, but surely it cannot be claimed 
that their structure is that of a complex protein. The 
nature of the impurities is too vague for useful discussion ; 
but it seems that the usual aromatic preservatives, such as 
phenol, p-hydroxymethylbenzoate, and p-chloro-m-cresol, are 
not potential in-vivo primary aromatic amines. 


2. Hill, A. B. Brit. med. J. 1952, ii, 938. 


sensitivity reactions, such as those in Dr. Marsh’s patient, 
might be better classified into the following theoretical 
groups: (1) the p.a.s. reaction, which is probably 
activated by an actual or potential primary aromatic 
amine ; (2) the reaction to the biologically synthesised 
antibiotic ; and (3) the salicylate reaction, which has 
not yet been demonstrated with P.a.s. 

Such a theoretical distinction may help in the clinical 
application of steps designed to clear up the mystery of 
streptomycin-P.a.s. hypersensitivity. 

Gisborne, New Zealand. A. B. Hitt, 


STREPTOKINASE AND STREPTODORNASE 


Srr,—Dr. Miller and his colleagues in their article last 
week describe the use of streptokinase and _ strepto- 
dornase as a ‘* new biological approach ”’ to the treatment 
of infected wounds. 

Urea in the form of a saturated aqueous solution or 
a 20% solution has been empirically employed for many 
years in the treatment of infected wounds, ulcers, and 
otitis media. Urea is cheaper and more readily available 
than streptokinase and &streptodornase, and its action is 
identical with that of streptokinase. Both free plasmino- 
gen from its albumin inhibitor in the blood, allowing the 
proteolytic plasmin to lyse fibrin. This action of urea 
was extensively studied and investigated as far back as 
1938,! long before Christensen described streptococcal 
fibrinolysis (1945). In 1938 it was shown that the 
critical level producing fibrinolysis was a urea solution 
exceeding 15% urea. 

To my mind there would be no contra-indication to 
the use of urea solution in cases of haemothorax or any 
of the other conditions for which streptokinase was 
used. At sites of application where there is a poor 
blood-supply a mild irritant could always be added to 
the urea solution. Why use an expensive preparation, 
not easily available, when a cheap and easily available 
substance has a similar effect ? 

Department of Pathology, 


Stepping Hill Hospital, 
Stockport. 


PETER WOLF. 
ADRENAL CORTICAL EXTRACT IN THE 
WATERHOUSE;FRIDERICHSEN SYNDROME 


Sir,—In the following case of the Waterhouse- 
Friderichsen syndrome treatment with very large doses 
of adrenal cortical extract led to striking improvement. 


A boy, aged 14 years, developed symptoms suggesting 
appendicitis on the evening of April 28, 1952. His condition 
on admission to a surgical ward was not one to cause undue 
concern; petechie on the trunk led to Henoch’s purpura 
being suspected. But four hours after admission his condi- 
tion deteriorated rapidly. An hour later he appeared at first 
glance to be dead: his face was ashen and his wrists were 
pulseless ; respiration was absent. Prolonged apnoea was, 
however, replaced by spontaneous breathing of Biot and 
Cheyne-Stokes patterns. The temperature was 101-0°F. 
The heart-rate, measured at the apex, was 140 per min., 
and was regular; the blood-pressure was unrecordable at 
either brachial artery. The whole body was covered with 
purpura, and the thighs and forearms with ecchymoses. 
The extremities and patches on the dependent parts of the 
trunk were cyanotic. Nuchal rigidity and Kernig’s sign were 
present. The patient was conscious but incoherent. 

40 ml. of adrenal cortex extract (‘ Eucortone’) was 
immediately injected intravenously from a syringe, and a 
glucose saline drip containing another 40 ml. of extract 
was started. 10 mg. of deoxycortone acetate, 500,000 units 
of crystalline penicillin, and | g. of sulphadiazine, all to be 
repeated 4-hourly, were also given. 

Three hours later, by which time 80 ml. of cortical extract 
had been given intravenously, considerable improvement had 
occurred. The blood-pressure was now 75/50 mm. Hg and 
the colour better, but another 40 ml. of extract was given 
intravenously from a syringe. 


1. Jthling, L., Wohnlisch, E. Biochem. Z. 1938, 298, 312. 
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Five hours after treatment was started cortisone became 
available ; 100 mg. was given intramuscularly and 200 mg. 
orally. Meanwhile general improvement had continued, 
and the blood-pressure was now 90/60. 

Cortical extract was now omitted, but deoxycortone was 
given in 10 mg. doses twice daily for another week, and 
cortisone in gradually decreasing doses for five days. Anti- 
biotics were given for a further four weeks, as the illness was 
marked by a relapse of fever with a joint effusion in the third 
and fourth weeks. 


The patient was discharged five weeks after admission. 
He has been followed up for five months, during which he 
has maintained excellent health and has been free from all 
sequele. The blood-pressure on discharge was 115/70, and 
subsequent readings have been substantially the same. 
Investigations 

Blood-culture on admission grew meningococcus type I. 
Lumbar puncture on the day of admission yielded turbid 
cerebrospinal fluid under a pressure of 230 mm. of water, 
containing large numbers of polymorphs and a few gram- 
negative intracellular diplococci; culture was sterile. A 
blood-count showed Hb 84%; white cells 5500 per c.mm. 
{neutrophil polymorphs 79°, eosinophils nil, lymphocytes 
9%, monocytes 5%, metamyelocytes 6%, myelocytes 1%). 
Lumbar puncture and blood-culture a week after admission 
gave normal results in all respects. 

The blood electrolytes were investigated repeatedly, 
but were within normal] limits except for a slightly low sodium 
level (315 mg. per 100 ml.) on the first day. 

Urinary 17-ketosteroids, estimated on the tenth, twelfth, and 
thirteenth days, amounted to 2-2, 2-9, and 2-8 mg. per day ; 
three and a half months after discharge the value was 5-2 mg. 
per day. 

In this case the diagnosis of the Waterhouse- 
Friderichsen syndrome (sometimes a matter of doubt) 
was probably as well authenticated as can be expected 
in the absence of confirmation at necropsy. Dr. Stanley 
Banks kindly read a précis of the case-notes and agreed 
to this diagnosis. In his opinion it was a case of 
‘meningococcal septicemia of the mixed encephalitic 
and adrenal type. 

One might ask why these cases on recovery from acute 
illness do not require long-term replacement therapy 
as in Addison’s disease: our patient only had adrenal 
cortical extract for three hours, cortisone for five days, 
and deoxycortone for a week. Histological study of 
the adrenal from a fatal case, however, showed that 
although the cortex was grossly damaged about a third 
to a quarter of it was affected only by oedema, being 
probably capable of functional recovery had the patient 
survived. In this respect the low values for urinary 
17-ketosteroids in our patient are interesting. He was 
postpubertal ; but even three and a half months after 
his illness excretion was rather low (5-2 mg. per twenty- 
four hours). 

Of particular interest was the apparent excellent 
response to large intravenous doses of adrenal cortical 
extract given over a short time—120 ml. in three hours. 
Cortisone was only available later, when anxiety for 
the survival of the patient was much less, though it 
probably contributed to the recovery. Possibly, where 
adrenal cortical extract has previously failed in these 
cases ?* the dose has not been large enough. 

Whether the beneficial effect of the adrenal cortical 
extract should be credited to the deoxycortone content 
of the extract or to other substances is not clear. These 
preparations are, I understand, assayed biologically by 
their action on the blood electrolytes. Eucortone 
probably contains cortisone, though only in negligible 
amounts. But these adrenal cortical extracts, besides 
the known crystalline compounds of the perhydrocyclo- 
pentenophenanthrene series (such as cortisone, deoxy- 
cortone, and progesterone of the 2l-carbon pregnene 
group, androsterone of the 19-carbon etiocholane group, 


1. Banks, H.8., McCartney, J. E. Lancet, 1943, i, 771. 

2. Nelson, J., Goldstein, N. J. Amer. med. Ass. 1951, 146, 1193. 

3. Faloon, W. W., Reynolds, R. W., Beebe, R. T. New Engl. 
Med. 1950, 242, 441. 


estrone, and other 18-carbon phenols) contain an 
amorphous residue which is chemically unidentified. 
From the work of Kendall * and others > it seems that 
this residue produces powerful physiological effects ; and 
these may be of therapeutic value in states such as the 
Waterhouse-Friderichsen syndrome. 

I am indebted to Dr. E. N. Allott, Dr. H. 8S. Banks, Dr. 
H. V. Morlock, Dr. G. Nelson, and Dr. G. E. Thomas for 
help with this case-report. 


London, N.W.6. I. A. Maanvs. 


TABLET-IDENTIFICATION BOX 
Sir,—The experience of producing a tablet-identification 
box for this hospital has demonstrated the difficulties 
and possible danger in trying to use only a box for 
this procedure. I suggest that anyone who is contem- 


plating such a box should consider the following points: ~ 


The box should be produced with the codperation of the 
pharmacist, if not by him alone. He can readily obtain a 
complete set of locally prescribed coloured tablets from the 
retail pharmacists. In my opinion white tablets, whether 
coated or plain, scored or otherwise marked, are better 
excluded. 

The total number of coloured potent tablets and capsules 
for this area is about fifty, so that our box is little more 
than pocket-sized. 

When the capacity of the box is decided, the tablets and 
capsules can be arranged according to colour and shapé. 
The following precautions will then be necessary : 

1. A warning should be attached to the box stating that 
it should only be used in conjuction with two more 
reliable sources of information: (a) the doctor who 
prescribed the tablets, who should have a filed record 
of them in his surgery ; and (b) the chemist who dis- 
pensed the tablets, whose name and address will be 
found on the container if the parent produces this. 

2. The colourings of tablets, more especially the official 
non-proprietary ones, are liable to variation within 
limits, and brightly coloured tablets of green and red 
can change sufficiently in a perspiring parent’s hand to 
make identification by colour alone most difficult. 

These points ought to be brought to the attention 
of every new house-physician. The box then becomes 
a safe as well as a useful additional source of information. 


Kent and Canterbury Hospital, 


Canterbury. Joun C. SMITH. 


PERFORATION OF COLON AFTER BARIUM 
ENEMA 

Sir,—With reference to the letter which was published 
under the above head from Mr. A. V. Pollock on Jan. 10, 
I was not consulted before publication, and I should 
welcome an opportunity of correcting one or two wrong 
impressions which the letter has created. 

The patient in question was admitted to the West London 
Hospital under my care. As registrar to my surgical unit, 
Mr. Pollock performed the routine sigmoidoscopy, which was 
later followed by the passage of a barium enema into the 
peritoneal cavity through a rent in the sigmoid colon. Mr. 
Pollock assisted me with the first operation at which the 
laceration of the sigmoid was sutured and excostomy per- 
formed, but he had left the hospital before the splenic flexure 
was resected. The patient is still in hospital and his recovery 
is not yet beyond doubt. 

It is my intention to publish a full account of this 
case in due course. 


London, W. 1. G. F. GRANT BATCHELOR. 


*,* We have shown the above letter to Mr. Pollock, who 
replies: “‘ I naturally wrote to Mr. Batchelor asking his 
permission to publish this case. Hearing nothing for 
over a week I left his name out of my communication, 
believing that he did not wish to be associated with a 
case which reflected no credit on me. The facts of the 
case are exactly as stated in my letter of Jan. 10.’— 
Ep. L. 


4. Kendall, H. C. Proc. Mayo Clin. 1940, 15, 297. 
5. Tait, J. F., Simpson, 8S. A., Grundy, H. M. Lancet, 1952, i, 122. 
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TREATMENT OF PNEUMOCOCCAL MENINGITIS 


Srmr,—I have read with interest the article by Dr. 
Gibson and Dr. James.! Excluding 3 deaths within 
twenty-four hours of the start of treatment, they have 
obtained a recovery-rate of 100%. 

My experience in Nyasaland has been very different. 

Since April, 1951, I have had 10 cases of pneumococcal 
meningitis under my care; 6 were in children between 
two and twelve years of age, the remainder being in adults. 
I have had only 2 recoveries, | a child and | an adult. 
Treatment consisted in a daily intrathecal injection of 
50,000 units of penicillin with 100,000 units intramuscularly 
six-hourly. This was supplemented with ‘ Sulphatriad’ or 
sulphadiazine 1 g. four-hourly after an initial loading dose. 
All these patients had been ill for three or four days before 
coming to hospital. They usually improved at first; but 
after a week the theca became blocked, and in 2 cases 
penicillin was administered by cisternal puncture with no 
improvement. 


I have tried intrathecal streptomycin and oral chlor- 
amphenicol with no better results. Up to date I have 
found no means of improving on our 80% mortality-rate. 
As far as I am aware, most doctors in Central -Africa 
have had similar experience ; and Dr. E. R. Cullinan, 
who recently visited Nyasaland, informed me that he 
had gained the same impression in other parts of Africa 
during his tour as Nuffield visitor. 

I have never given penicillin in as large a daily dosage 
as the 1,600,000 units used by Dr. Gibson and Dr. James. 
I would not like to merease the intrathecal dose, as even 
with 50,000 units convulsions have occurred. 


African Hospital, J. W. D. Goopatt 


Zomba, Nyasaland. 
SEARCH FOR SICKLE-CELL TRAIT 


Smr,—I read with great interest the article by 
Dr. Dreyfuss and his colleagues * on the search for sickle- 
cell trait in Yemenite Jews. 

A few months ago I had the same difficulties that these 
investigators describe. Using the moist stasis method 
of Scriver and Waugh ? I investigated more than 200 
Indonesian patients (taken at random from the General 
Central Hospital at Djakarta). Of the 216 patients 
examined in this way, 2 were found positive for sickling 
of the blood. Moreover, a private patient of mine with 
abdominal crisis was also found positive. 

Assuming that the method of Scriver and Waugh was 
specific and that a positive result indicated a sickle- 
cell trait or sickle-cell anemia, I believed that I had 
found the sickle-cell trait in Indonesians. However, 
further examinations of the blood of the same patients 
gave inconsistent results. Sometimes I obtained positive 
results and at other times negative results in the same 
patients. I have since found more positive tests for 
sickling with the same lack of consistency. 


As a routine all the slides to be used were cleaned in 
bichromate/sulphuric-acid mixture for two days, then washed 
in running water. They were then placed in distilled water 
for twenty-four hours and finally transferred to absolute 
alcohol, where they remained until use. 

On one occasion I used a batch of slides which had been 
treated as described above except for the cleaning with 
chromic acid. This batch of slides gave many positive results 
with blood of different patients taken at random from the 
hospital. However, using another batch of slides these 
same patients gave negative results. I collected the slides 
which gave positive tests and examined my own blood on 
them. As a control, slides which had given negative results 
with the blood of the same patients were also tested with 
my blood. All the slides which gave positive tests with the 
different patients’ blood gave also positive tests with my 
blood, and all the negative ones gave a negative result. 
By the test-tube method of Beck and Hertz * my blood and 


Gibson, C. D., 


3. 
4. Beck, 


James, _ G. Lancet, 1952, ii, 1203. 
., Ikin, E. , Lehmann, H., Mourant, A. E. Ibid, 


B., wea. T. R. Canad. med. Ass. J. 1930, 23, 375. 
J.S.P., Hertz, C.S. Amer. J. clin. Path. 1935, 5, 325. 
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that. of these + sation did not show sic kling. 
ascorbic acid (2% or 5%) or bisulphite (2%) to the blood under 
liquid paraffin did not give sickling. U jsing the other sides of 
the slides with a positive preparation I could get the blood 
of all my laboratory workers to sickle. I concluded that 
something on the slide (a chemical substance ?) caused the 
sickling. Sometimes the whole preparation showed a full 
development of the abnormal cells, but very often the sickling 
appeared in localised areas. The sickling usually appeared 
after twenty-four hours (sometimes earlier or later) but 
never immediately as in the test with glue.® It was further 
found that incubation was not necessary, and a positive 
result could also be found without sealing the preparation 
and without preliminary stasis of the blood. 

If a slide with positive test is washed not too vigorously 
with water, the same slide can again give a positive test 
with any blood; but after vigorous washing and brushing 
the test becomes negative. Moreover, washing in bichromate 
solution did not assure that a slide would not give an 
erratic result. 


I am of the opinion that the method of Scriver and 
Waugh, without control, should not be used as a routine 
test ; for it is very difficult to be sure that a slide is 
entirely free from the sickling substance, which (even 
in traces) causes sickling Of the blood of any person. 

When I read the article by Caminopetros ® on sickle- 
cell anomaly as a sign of Mediterranean anemia, I 
suspected that the factor described above caused the 
sickling in most of his tests, though perhaps not in all. 
If so, the difference between the findings of Dr. Camino- 
petros and those of Dr. Choremis? on the sickle-cell 
trait in Athens can easily be..understood. The same 
suspicion arose when I read the article by Dr. Dreyfuss 
and his colleagues. 


Addition of 


A more detailed description of my investigation will be 
published later. 


University of Indonesia, 
Department of Parasitology 
and General Pathology, 
Salemba 6, Djakarta. 


Liz-InJo Luan ENG. 
DEATH AFTER ANASTHETIC WITH 
HYPOTENSION 


Sir,—Dr. Bodman’s example of modern anesthesia 
(Nov. 29) and Dr. Belfrage’s comment (Dec. 13) suggest 
this question: How many such patients would be alive 
and well today had they had chloroform on a bit of lint ? 
In the old rag-and-bottle days did we really kill as many 
as now succumb to “‘ advances ’’ in anesthesia ? 

I have spent twenty-five years in the tropics, in 
Africa and on ships, where chloroform, given by an 
untrained nurse or dispenser, is the only general ans- 
thetic available ; and well it serves us. Yet, I am told, 
there are persons with the p.a. who have never given it 
in their lives. 

And another thing; what was the cost of all this, 
compared with that of a few drachms of chloroform ? 


G. L. ALEXANDER. 


CARTRIDGE-TYPE HYPODERMIC SYRINGE 


Sir,—The introduction of the cartridge-type hypo- 
dermic syringe is an obvious sequel to the use of a similar 
instrument in dental surgery for many years. 


The method is hardly suitable for intravenous injection as 
the plunger cannot be deliberately withdrawn. The accidental 
‘recoil’ of the plunger following injection is well illustrated 
by the simple test of injecting a small amount into a bottle 
of ink. The quantity of ink which flows up the needle and 
enters the phial on the release of the plunger has to be seen 
to be believed. 

Attention. has already been drawn to this drawback in 
dental journals, for it is obvious that cross-infection could 
easily result if a cartridge left over from a half dose were 
used on a second patient. 


5. Isaacs, R. Science, 1950, 112, 716. 
6. Caminopetros, J. Lancet, 1952, i, 687. See also Ibid, pp. 1068, 1212. 
7. Choremis,C. Ibid, p. 1069 ; Ibid, fi, 42. 
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If no other syringe is available in an emergency the tech- 
nique can be adapted for intravenous injection. Advantage is 
taken of the recoil by maintaining gentle pressure on the rubber 
piston while the vein is being sought. The release of this 
pressure (insufficient to inject solution) will draw blood from 
a vein, 

From my own experience, the glass container is best dipped 
into hot or boiling water for a moment before use. This 
serves two purposes : the solution is warmed and the injection 
is infinitely less painful ; the rubber piston is thereby caused 
to run smoothly down the glass cylinder, instead of stiffly or 
in jerks, 


Stockport. D. N. BARBER. 


UNUSUAL PNEUMONIA 


Srr,—In common with other physicians T have recently 
seen many cases of pneumonia, and I think it is worth 
recording some unusual features in these cases. 

They have all resembled the usual descriptions of virus 
pneumonia in so far as they have had (1) mucoid sputum 
and (2) no leucocytosis. They have, however, differed 
considerably from the usual accounts of virus pneumonia 
in so far as (1) pleural pain has been prominent, (2) 
physical signs have been gross, and (3) sterile pleural 
effusions—usually comparatively small and encysted 
—have often complicated the illness. 


London, W.1. M. H. Paprpworru. 


Parliament 


Therapeutic Substances Bill 


In the House of Lords on Jan. 27 the Therapeutic 
Substances (Prevention of Misuse) Bill was read a first 
time. The Bill makes further provision as to the 
substances other than penicillin to which the Penicillin 
Act, 1947, may be applied by regulations, and provides 
for the relaxation in certain cases of the restrictions 
imposed by that Act. The Bill is discussed in an 
annotation on p. 280. 


QUESTION TIME 
Adoption of Children Inquiry 


Replying to a question, Sir Davin Maxwett Fyre, 
the Home Secretary, said that he and the Secretary of State 
for Scotland had decided to appoint a committee to consider 
the present law relating to the adoption of children and to 
report whether any, and if so what, changes in policy or 
procedure were desirable in the interests of the welfare of 
children. His Honour Sir Gerald Hurst, Q.c., would be 
chairman of the committee, and Miss J. M. Northover, 
of the Home Office, the secretary. 


Surgical Boots 


In answer to a question, Mr. MacLEop stated that in England 
and Wales during the twelve months to May 31, 1952, 48,071 
pairs of surgical footwear were issued, costing approximately 
£400,000. In the seven complete months since then 19,435 
pairs had been prescribed. 


Pneumoconiosis Benefits 


Dr. Barnett Stross asked the Minister of National 
Insurance whether he would make a statement concerning 
the pneumoconiosis benefit scheme giving, to the nearest date, 
the number of applications made for benefit, the number of 
cases examined and still outstanding and the number receiving 
benefit following examination.—Mr. R. H. Turron replied : 
The following is the information asked for : 


1" PNEUMOCONIOSIS AND BYSSINOSIS BENEFIT SCHEME, 1952 


(Period from March 10, 1952 (commencement) to Jan. 3, 1953, 


inclusive) 
Total | 
disablement | Death Total 
Applications received x 5586 | 860 | 6446 oa 
Claims allowed 2179 458 | 2637 
Claims disallowed 2158 | . 237 | 2890 
Claims underexamination .. | 1254 | 165 | 1419 
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GEOFFREY DOUGLAS HALE CARPENTER 
M.B.E., D.M. Oxfd 

Professor Hale Carpenter well exemplified a peculiarly 
British product, the doctor naturalist who allowed what 
was at first a hobby to become the pivot of his career. 
In this respect he was a disciple and follower of Sir 
Edward Poulton, and Oxford with its traditions remained 
his spiritual home. He was not entirely bound to 
entomology and it was his understanding of all forms of 
wild life that brought him international fame. 

Hale Carpenter was born at Eton 70 years ago and he 
received the main part of his education at Oxford. His 
zest for entomology was inherited from his father, a 
master at Eton, who was also a distinguished naturalist 
and a fellow of the Royal Society. Having chosen a 
medical career he took a second-class honours degree in- 
natural sciences from St. Catherine’s Society, Oxford, in 
1904. With a university entrance scholarship he then 
entered St. George’s Hospital, where after qualifying in 
1908 he served for a year as house-surgeon and house- 
physician. 

In 1910, on entering the Colonial Medical Service, be 
studied tropical medicine at the London School of 
Tropical Medicine under Sir Patrick Manson and C,. W. 
Daniels. It was this experience that decided his future ; 
for almost immediately after obtaining the certificate 
of the school with honours, he was appointed to the 
Royal Society’s Sleeping Sickness Commission in 
Uganda. At Entebbe he found his true métier in the 
stimulating company of Sir David and Lady Bruce, 
Harvey, Mackie, and Hamerton, who had joined together 
in the great research on the relationship between trypano- 
somes, tsetse flies, and the magnificent mammalian fauna 
of Central Africa. Carpenter’s special attention was 
directed to the tsetse flies ; but in his researches on their 
habits he studied reptiles and crocodiles as well. During 
the 1914-18 war he served as a medical officer in East 
Africa. 

In 1920 he was appointed special officer in charge of 
the sleeping-sickness campaign in Uganda. He was the 
obvious choice for the post, for which he was fitted by 
inclination, training, and experience. His reputation 
may well be judged by the results he obtained, for it is 
largely due to his work that trypanosomiasis is no longer 
a scourge there. This appointment ended in 1930 when 
he retired from the Colonial Service. 

The following year found him in Ngamiland, at the 
extreme northern border of the South African Union, 
where in the Okavango and Chobe swamps a focus of 
human trypanosomiasis (Trypanosoma rhodesiense) had 
been discovered and where tsetse flies (Glossina morsitans) 
abounded. Returning to Oxford he was appointed Hope 
professor of zoology (entomology) in 1933. Having 
entered this academic career he was little seen in medical 
circles, but during the late war he lectured on tropical 
medicine to troops stationed near Oxford. 

His many scientific publications were mainly on the 
entomology and the bionomics of tsetse flies, but he was 
greatly attracted by the phenomenon of mimicry in 
butterflies, moths, beetles, hornets, and other insects, 
and he quoted examples also in birds. In 1933 he 
published a monograph on this subject. Two popular 
books of his, which contain a wealth of information, are 
A Naturalist on Lake Victoria (1920), and A Naturalist 
in East Africa (1925). As a speaker he was much sought 
after, for his addresses had an appeal, in their diversity 
and interest, far beyond mere entomological studies. 
During these years he often visited London to attend the 
meetings of the various zoological and entomological 
societies. He served as vice-president of the Linnaean 
Society (1935-86), and as president of the Royal Entomo- 
gical Society (1945-46). After he retired from his chair 
in 1948 he spent more time than ever in his garden on 
Cumnor Hill. He died on Jan. 30. 

Professor Buxton writes: ‘‘ His many friends will 
remember Hale Carpenter for his charming, enthusiastic 
manner and his very wide interest in natural history. 
It was this that led him to seek work in Uganda in 1911 
soon after he qualified. He was an excellent choice, for 
what was wanted was a doctor to study the distribution 
of sleeping sickness around Lake Victoria, and an 
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ntomologist to investigate the biology of the tsetse fly 
Glossina palpalis. He was able to do both and to show 
that the disease oceurred in villages that were close to the 
strip of woodland in which the insect bred ; but if there 
was an area of grass and reeds without bush between 
the village and the Lake, then sleeping sickness would be 
absent even though the odd fly could be found among the 
people. He was never idle: in his spare time he made 
studies of Central African butterflies, and on insects which 
were edible of not, as tested on pet monkeys. In between 
whiles and in the latter part of his life he became an 
extremely skilled gardener.” 

Hale Carpenter married in 1919 Amy Frances, youngest 
daughter of J. F. Thomas-Peter. There were no children. 


Mr. S. A. COURTAULD 
Mr. Courtauld’s death on Jan. 28 brings to mind his 
many benefactions to research and education, especially 
through the Middlesex Hospital. 


His interest in this work was aroused by his association 
with the late Dr. Campbell Thompson, who was dean of the 
medical school during the 1914-18 war. Campbell Thompson 
was succeeded by Mr. A. E. Webb-Johnson, now Lord Webb- 
Johnson, who early recognised that the future of the London 
medical schools lay in their association with the University 
of London, and was therefore at great pains to obtain endow- 
ments for university chairs in the key subjects. One of 
Mr. Courtauld’s first benefactions was to endow the chair of 
anatomy, after which he gave a sum of money to encourage 
the newly founded department of biochemistry, then housed 
in the Bland-Sutton Institute of Pathology. In the early 
20s biochemistry was expanding very rapidly, and the 
dean of the Middlesex Hospital Medical School saw that 
the new department could not permanently be housed in the 
Bland-Sutton Institute. Mr. Courtauld provided a further 
substantial sum of money to erect the Institute of Biochemistry, 
and in June, 1928, the institute that bears his name was 
opened. 

This building, composed of five floors, provided the 
much-needed spaee for extension of the department. Many 
at the time thought it far too big to be associated with a 
hospital, and fears were expressed as to whether its accom- 
modation would ever be put to full use. But today it is 
crowded and indeed has recently been considerably extended 
so that the equivalent of practically another floor has been 
added. The accommodation is still inadequate for the large 
number of research-workers already in the institute and also 
applying for admission. 

Mr. Courtauld’s benefactions did not finish here. He 
endowed a chair of biochemistry and before the war gave a 
sum of money to provide beds for a special unit for clinical 
research. These beds were governed by quite novel regula- 
tions in that they could be controlled by one of the medical 
school professors in conjunction with members of the honorary 
staff. 

To the outsider Mr. Courtauld appeared rather a distant 
figure who made his benefactions in a somewhat impersonal 
manner. His main motive, however, was a desire to apply 
his great wealth to the right causes. He thought a great 
deal before giving money, and took the advice of his friends, 
particularly that of Lord Webb-Johnson ; but once having 
made up his mind, he would support a project of his choosing 
to the utmost of his ability. He was a classical scholar of 
brilliance, having published a translation of the Odes of 
Horace which went into several editions, and he was a 
member of the Horatian Society. He also had an encyclo- 
pedic knowledge of 18th-century literature. 


Dr. CLIFFORD BEALE, consulting physician to the London 
Chest Hospital, died at his home in London on Jan. 31 
at the age of 101. At the end of the last century he was 
one of the earliest supporters in this country of the 
open-air treatment of tuberculosis. He was elected 
to the fellowship of the Royal College of Physicians of 
London in 1890, and he was the senior fellow. 


Births, Marriages, and Deaths 


BIRTHS 


Daviks.—On Jan. 22, to Dr. Winifred M. Davies (née Haigh), wife 
of Dr. D. M. Davies of Meadehurst, Glebelands Road, Prestwich 
—a son. 


Notes and News 


‘**‘DUAL APPOINTMENTS ”’ 


AT present those doctors (such as chest physicians and 
psychiatrists) who are employed full time but divide their work 
between a hospital and a local health authority are appointed 
on a part-time basis to the staff of both authorities, This 
arrangement has not worked well in practice, and the Ministry 
of Health in agreement with the County Councils’ Association 
the Association of Municipal Corporations, the London 
County Council, and the British Medical Association has now 
suggested a different procedure.t| Where the two jobs 
together make up a full-time job the Ministry proposes that 
instead of being employed by the two authorities the doctor 
should receive a full-time salary from the authority which 
makes the greater use of his services. The authority that pays 
him would then arrange to provide the other authority with 
certain services. In the agreement between the authorities 
the doctor who would carry out these services need not be 
named, This arrangement between the two authorities would 
not affect the pay of the doctor concerned. 

After Feb. 6 all new appointments to these dual posts 
will be made on this basis. The contracts of doctors 
engaged on a provisional basis while these negotiations were 
pending should be adjusted to conform by May 1, 1953, or 
at the expiry of any agreed period of notice. Where the new 
arrangement is more favourable to the doctor the adjustment 
should be retrospective to the beginning of his provisional 
appointment. Doctors who hold appointments of this kind 
on a permanent basis may choose whether they will continue 
with their present contracts or change to the new arrangement. 
A committee has been set up, consisting of representatives of 
the B.M.A, and the employing authorities, to which doctors 
and employing authorities can turn for advice. It may be 
addressed at the Ministry of Health, Savile Row, London, W.1 


A FUND FOR POLIOMYELITIS RESEARCH 


SINCE it was founded in 1939 the Infantile Paralysis Fellow- 
ship has done much to help its 8000 disabled members. During 
the difficult war years the fellowship wisely restricted its 
work to the welfare of those who had been crippled by the 
disease; but it has always wished also to share in the work of 
prevention, and last year it felt the time had come to extend 
its interests. After discussions with the Ministry of Health 
the Royal College of Physicians of London, and the Royal 
College of Surgeons of England it was decided to set up a 
separate body, the National Fund for Poliomyelitis Research. 
This body was officially inaugurated by the Lord Mayor at 
a meeting at the Mansion House on Dec. 17. Its vice-presidents 
include Sir Russell Brain, P.R.c.p., Lord Horder, F.R.c.P., and 
Sir Cecil Wakeley, P.R.c.s.; and Dr. Reginald Bennett, m.P. 
Mr. Somerville Hastings, M.s., M.p., Prof. J. M. Mackintosh, 
F.R.C.P., Dr. Barnett Stross, M.p., Prof. J. Trueta, M.p., and Lord 
Webb-Johnson, F.R.C.S., are members of the council. The 
aims of the fund are ‘‘ to promote and finance research into 
the causes, cure, prevention and treatment of poliomyelitis ; 
and research into the methods of rehabilitation of those 
disabled from polio.’ It is emphasised that the fund will 
only spend money at the advice of the. medical profession. 
Donations will not be unwelcome, but anyone who sends a 
minimum annual subscription of a guinea will become an 
associate of the fund and receive reports of its work. The fund’s 
secretary is Mr. Duncan Guthrie, 41, Spenser Street, London, 


8.W.1. 


MEDICAL” ARRANGEMENTS FOR U.S. SERVICE 
PERSONNEL IN ENGLAND 


THE U.S. Service authorities in Britain have issued the 
following information for the guidance of doctors attending 
American military personnel or their dependants. 

There are four U.S. Air Force hospitals in England: (1) 
the 59th Medical Group, Burtonwood, near Warrington, 
Lanes, serving the Liverpool region (tel. Warrington 3000, 
ext. 1070, 1060) ; (2) the 5th Hospital Group Burderop Park, 
near Swindon, Wilts, serving the Oxford area (tel. Wroughton 
391); (3) the 3rd Hospital Group, Wimpole Park, near 
Royston, Cambridge, serving the East Anglia area (tel. 
Arrington 381); and (4) the 494th Medical Group, South 
Ruislip, Middx, serving the London area (tel. Waxlow 4300, 
ext. 112, 113, 114). Each of these hospitals has the follow- 


1. Ministry of Health Circular 3/53, R.H.B. " 2 
H.M.C. (53) 10. 
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ing services: general surgery, general medicine, ophthalmo- 
logy, otorhinolaryngology, orthopedics, pediatrics, obste- 
tries, gynecology, outpatient, laboratory, pharmacy, and 
radiology. Special facilities are provided as follows: neuro- 
psychiatry, Burderop Park; urology, Burderop Park and 
South Ruislip ; orthopaedics, Burderop Park ; cardiology, South 
Ruislip; allergy, Wimpole Park. A mortuary service is 
provided at each of the four hospitals; or information 
may be had from the nearest American station. Any 
doctor wishing to use these arrangements for the investigation 
or treatment of American patients should get into touch 
with the appropriate hospital or the nearest hospital. 


A STUDY OF CHILD DEVELOPMENT 


In 1951 a long-term study of the physical and mental 
development of normal children, from birth to the end of 
adolescence, was begun by the Institutes of Education and 
Child Health of the University of London. The investiga- 
tion now has a sample of about 100 babies, who are seen at 
regular intervals. Expectant mothers (and their husbands) 
are interviewed during pregnancy, and are asked to coéperate 
by bringing their babies to the child study centre at the 
Foundling Hospital, Coram’s Garden, Brunswick Square, 
W.C.1, and by receiving research-workers in the home. 
Few parents have refused to help, and it is planned to take 
in further samples at intervals, until the total number of 
children is about 250. 

At each visit to the centre, the mother is interviewed 
about the child’s health, experience, and behaviour, since 
her last visit. She is asked about the kind of routine she 
follows for feeding, sleeping, elimination, for example, and 
the child’s reaction to it, about the child’s level of develop- 
ment in locomotion, manipulation, speech, and imitation, 
and about early signs of temperament and personality as 
evidenced by behaviour with strangers, readiness to cry, 
and responses to different members of the family. Objective 
tests and observations are also made and a full clinical 
examination is made. As the children grow older note will 
be taken of school progress, and its relation to earlier stages 
of development. 


INDIA’S HEALTH PROBLEMS 


UnpeER the new constitution the 28 States of the Indian 
Union control their own public-health programmes. The 
central government acts in an advisory capacity in furthering 
progress through national and international conferences ; 
conducting and promoting research through national insti- 
tutes ; setting up uniform medical and drug standards ; and 
training teachers for medical colleges. Emphasis is shifting 
from curative to preventive medicine, and research is being 
conducted in tuberculosis, cancer, malaria, cholera, and other 
tropical diseases. Unicrr and W.H.O. have aided greatly 
by providing both experts and funds. Four international 
teams are active in anti-malaria work, and UNICEF has 
sponsored three tuberculosis centres in Delhi, Patna, and 
Trivandrum to train personnel, as well as prosecute research. 
UniceF has also worked out a comprehensive plan for child- 
welfare and maternity clinics to secure uniform sanitation 
and nutrition measures to lower the maternal and infant 
mortality rates, and to ensure the health of future citizens. 
Both Unicrer and W.H.O. are collaborating with the Central 
and Bombay governments in erecting a penicillin factory near 
Bombay. 

B.c.G. vaccines manufactured in a factory near Madras 
are being used in mass inoculation programmes by more 
than ninety teams operating throughout the country. The 
Council of Medical Research, in collaboration with W.H.O., 
is to seek precise data on the epidemiology of tuberculosis in 
India, and to assess the efficacy of control measures under 
local conditions. The Rockefeller Foundation has donated 
funds to the Indian Cancer Research Centre in Bombay, 
to meet working expenses of a laboratory for studies in human 
variations. 

Since 85% of India’s population lives in villages, rural 
health measures are naturally receiving increasing attention. 
The State governments are amalgamating villages in units, 
or blocks, to be served by dispensaries, and in remote areas 
by mobile vans manned by a doctor and a pharmacist. Moving 
pictures on basic hygiene and diet habits, as well as leaflets 
and pamphlets, are carried by mobile units. Sound-track 
broadcasts are conducted in village meeting-places. The 
States are strengthening measures by centralising work under 
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health officers appointed for each district. They are also 
going ahead with safe water-supply schemes and construction 
of sewage plants. Madras, for example, has a five-year plan 
for rural areas, and a twenty-year project for providing water 
and sewage plants in all towns with populations of 10,000 and 
over. Madhya Pradesh, Bihar, Bombay, Uttar Pradesh, 
and Orissa are following suit, taking up the problem of 
environmental hygiene, and furnishing piped water, drainage, 
and wells in towns and villages. 

To combat the serious shortage of doctors, nurses, and other 
trained personnel, medical training facilities all over the 
country are being expanded, and many institutions are 
following the pattern of colleges in West Bengal and Uttar 
Pradesh wherein double shift ’’ teaching systems are in 
force for the training of twice as many doctors. Old practi- 
tioners are being offered refresher courses, and specialised 
training is available for orderlies, attendants, and midwives. 
Colleges have been upgraded and given State grants, and 
the number of yearly ‘admissions has been stepped up. 

The first attempt to raise nursing to professional status 
was started with the establishment of the Nursing College in 
Delhi, offering courses of university standard. Special degrees 
in dietetics and nutrition are being awarded. Also, graduate 
schools have begun training public-health engineers, the 
pioneer in this field being the All-India Institute of Hygiene 
and Public Health. The All-India Medical Institute will, 
in due course, provide the nation with qualified adminis- 
trators in medical and allied professions. It has facilities 
for postgraduate research linked with the Council of Medical 
Research. 

National standards are being laid down for the professions 
of nursing, pharmacy, and dentistry. Industrial labour now 
enjoys the advantage of medica! service, coupled with other 
benefits through the new employees’ insurance acts and 
provident funds. The central health ministry is now working 
on measures for a pure food and drug law. 


TELLING THE LAYMAN ABOUT MALARIA 


THE subject of malaria is so overloaded with technical 
terms that it taxes the wisdom and memory of even the most 
earnest student. Prof. George Macdonald? has presented 
an up-to-date, clear, and concise account of this subject, 
so constructed and phrased as to be intelligible to the lay 
reader. This is a difficult undertaking in which he has 
succeeded admirably; it will be read with profit by 
sanitarians, planters, miners, and others. The epidemio- 
logical types of malaria are discussed, and the conditions 
and mosquito carriers in some selected areas described. The 
principles of malaria control are set forth, whilst over 20 
pages are devoted to residual insecticides. Finally there are 
two appendices—one dealing with the malaria parasite and 
the other with mosquitoes—couched, as far as possible, in 
unscientific language and illustrated by outline figures. 


A MEDICAL MISSIONARY 


REARED in Illinois, the son of a Congregational minister, 
James McCord had, from boyhood reading of the travels of 
Livingstone and Paul Du Chaillu, been fired with the ambition 
to go to Africa. His plans to achieve this by becoming a 
missionary were nearly frustrated by his shyness and inability 
to preach; but his future wife suggested that he might go 
as a medical missionary, and this he eventually did.? 

He landed at Durban in 1899 with his wife and two smal} 
children, and his book gives an interesting picture of a medical 
missionary’s life up country. He had to learn the Zulu 
language and win the confidence of the natives, who were 
accustomed to the crude methods of their witch-doctors. 
He found that the more nauseous a medicine was, the more his 
Zulu patients would believe in it and benefit from it, for it 
then resembled most closely the magic remedies the witch- 
doctor dispensed. The appalling suffering and loss of life, 
especially of mothers and young children, resulting from the 
natives’ ignorance, and their exploitation by the crafty but 
ignorant witch-doctors, is graphically described. 

Later on, Dr. and Mrs. McCord moved back to Durban and 
eventually—in the face of bitter opposition from some of the 


1. London School of Hygiene and : Bulletin no. 7 ; 
November, 1952. Malaria and its Control, for Planters and 
Miners, by G. MACDONALD, M.D., D.P.H., Director, Ross Institute 
of Tropical Hygiene. 

2. My Patients were Zulus. By JAMES B. McCorD, M:D., with JOHN 
DovueLtas. London: Frederick Muller. 1952. Pp. 256. 
16s. 
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leading white the MeCord Z Hospital: 
where natives were given good medical treatment, and where 
Zulu girls were trained as nurses. The necessity for training 
Zulus in medicine, so that they might return to their own 
tribesmen and help to break down the prejudice against the 
scientific prevention and treatment of disease, led to another 
protracted struggle with diehards among the whites; but 
eventually, shortly before the second world war, the training 
of Zulus as medical aides who could work under the super- 
vision of white government doctors was begun. 

The book contains several colourful case-reports, including 
one of a lithopedion and one of ruptured urethra. Dr. McCord 
was especially interested in surgery and midwifery, and one 
may surmise that he had considerable ability, and profited by 
his vast experience. When he retired in 1940 at the age of 
seventy, he left Natal and the Zulus permanently indebted to 
his forty years of service. Throughout the book his religious 
beliefs are nowhere stated, but their effect is abundantly 
evident in the usefulness of his career. 


University of Oxford 


On Jan. 22 the degree of p.m. was conferred on F. J. Flint 
and Thomas Stapleton. 


University of Cambridge 
On Jan. 24 the following degrees were conferred : 
M.D.—K. B. Dickson, A. C. C. Hughes, D. G. James, T. A. 
Kemp, P. F. Lucas 
M.B., B.Chir. L. 8. Rankin. 


University of London 


Mr. F. E. Bruce, M.sc.(ENG.) Lond., s.mM. Harvard, has been 
appointed to the university readership in public health 
engineering at the Imperial College of Science and Technology. 


Royal College of Physicians of London 


At a comitia of the college held on Jan. 29, with Sir Russell 
Brain, the president, in the chair, Dr. R. 8S. Stacey was 
appointed examiner in pharmacology, and Dr. D. Hunter 
and Dr. C. A. Keele members of the Joint Formulary Com- 
mittee. Dr. D. A. Long was appointed Milroy lecturer for 
1954. 

The following having satisfied the censors’ board were 
elected to the membership : 


E. D. Acheson, B.M. Oxfd, Katharine M. 
B.M. Oxfd, J. F. T. Allison, B.m. Oxfd, T. H. Barrie, M.B. Lond., 
R. N. Beck, M.D. Belf., Bryan Bevan, B.M. Oxfd, major R.A.M.C., 
Samir Kumar Biswas, M.B. Calcutta, Joyce B. Burke, M.D. Lond., 
L. H. Capel, M.B. Lond., J. M. Cliff, M.B. Camb., surgeon lieutenant 
R.N., J. D. De Jong, M. D. —- J. E. Forster, M.B. Camb., Michael 
Harington, M.B. Camb., Hughes, M.D. Lond. . A. F. Knyvett, 
M.B. Queensland, R. C, See ae Lond., C. J. Lucas, M.B. Lond. 


Licences to practise were conferred upon the following 
who have passed the final examination of the conjoint board : 


LB. L. Anderson, L. P. Balfour-Lynn, R. H. pester. Yvonne G. 
eg Mary A. M. Beeney, F. A. F. Biddle, A. R. Bollen, 
-M.S. wy tp to H. Bradshaw, Joan T. Bruce, Jessie A. 8. 
Bouma, A. G. N. Calder, R. Y. Calne, H. T. Chadwick, BH. W. 
Charlton, Norman Crook, Agnes M. 8. Curry, Sylvia J. Darke, P. Ma 
_? P. G. Dunbar, W. A. Elkin, Helen = Ellis, J. E. Evans, 
L. Evans, Sheila M. Forbes, R. F. Fouche, N N. B. Gillison, mn. RB. 
Galminee R. M. H. Gompertz, A. H. Gretton, M. C. Guard, 
Mureen E. Hall, A. G. Harrison, M. D. Heyman, M. D. Hickman, E.C. 
Howarth, R. J. Hutchinson, Shirley M. Inman, E. M. sw Jackson- 
Moore, 7. A Jemson, D. C. Jenkins, J Johnson, C. G. Keith, 
W. J. Lawrence, R. E. Lovelace, K. G. Lupprian, Irene M. Me Andrew, 
Si. Ax McClelland, H. G. McDonald, McHardy, W. M. 
MclIsaac, E. N. McKenzie, M. C. G. Mantell, Marryat, Gillian G. 


8. Ainley-Walker, 


Matthews, L. J. Miller, Margaret E. C. Mitchell, G. Pi Money, 
P. B. Moorhead, K. E. Murray, F. G. M. G. Myer, J. S. Norell, 


J. J. Parry, N. E. Pitts, M. ” Po 
Ricketts, W. H. Rout, J. A. Rozario, K. E. Schmidt, Rita W. 
Shannon, C. S. Sheldon, F. G. A. Shenton, Gurbachan Singh, 
John Stark, I. A. Stewart, Lg A. Thompson, R. W. Tooley, A. D. 
Tuddenham, B. A. Tudgay, J. L. Turk, Maire P. Wallington, 
J. W.S. Webb, F. L. W we ld Dorothy J. Whitney, J. R. Williams, 
‘A. G. Winfield, D. W. Wood, J. C. Worswick, A. P. J. Wynne- 
Jones, J. R. Young, K. J. Zilkha. 

The following diplomas, and those mentioned in our issue 
of Jan. 17 (p. 151), were conferred jointly with the Royal 
College of Surgeons. 

D.A.—Ian Jackson 

H. —Dhundiraj_ Nilkanth Bhatavadekar, Ww. Buckle, 
e. B. Peacock, Dattatraya Ramadwar, E. 8. O. Smith 

DP a. —T. C. R. Archer, E. M. Ensor, Syed Jawhar, G. 8S. 
ey = Alan McGregor, Asoke Kumar Mitra, W. T. D. Ray, 
J. E. Robinson, J. P. Scrivener, F. J. Wickremasinghe, O. 8. 
W 


Tributes to the late Philip Mitchiner 
The Royal Medical Benevolent Fund has received £163 
in donations made in tribute to the late Mr. Philip Mitchiner. 


rter, J. F. Pritchard, Donald 
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College of one Gynmcologiets 

At a meeting of the council held on Jan. 31, with Mr. A. A. 
Gemmell, the president, in the chair, Leverhulme research 
scholarships for 1953 were awarded to D. C. A. Bevis, Ian 
Donald, and Ian Macdonald. 

The following were elected to the membership : 


D. M. Brodie, Patrick Bruce-Lockhart, D. S. Burris, K. G. 
Cockburn, 8. B. Cooper, Janette G. Cowie, H. J. G. De Villiers, 
H. G. Dixon, Margaret M. Downes, E. M. Edwards, J. R. Elliott, 


Foate, G. S. Foster, A. E. Fyfe, G. H. Garfield, J. M. Gate, 
G. L. Gleeson, G. Gourlay, Michael Grant, R. W. 
Grayburn, J. Holmes, G. S. Hunter, Valentine M. Husband, 
Sarah I. St R. A. Ry Kamala Khadenga, H. H. Kirk, 
B. V. Kyle, J. C. McCawley, John Macpherson, J. 8. McVeigh, Jean 
Murray-Jones, Murphy Myles, L. M. Norburn, E. M. O’Dwyer, 
Selvam Panchalingam, R. M. aM. Pratt, M. J. M. Solomons, W. K. 
Sutton, T. A. Thompson, R. 8. Wurm. 


Royal Society 


Dr. F. M. R. Walshe, F.R.s., will deliver the Ferrier lecture 
of this society for 1953 on Dec. 10. 


International Society of Orthopedic Surgery and 
Traumatology 
This society is holding a congress at Berne from Aug. 30 
to Sept. 3. The principle subjects chosen for discussion are 
Scoliosis and Surgery of the Hand. Further particulars may 
be had from the secretary-general of the society, Dr. J. 
Delchef, 34, rue Montoyer, Brussels. 


Ergonomics Research Society 

From Monday, April 13 to Thursday, April 16 at the 
Department of Human Anatomy, University of Oxford, 
this society is holding a symposium on Human Performance— 
Its Measurement and Limitations. Further particulars may 
be had from H. Murrell, Spinneys, Marlpit Lane, Headless 
Cross, near Redditch, Worcs. 


Institute of :Almoners 

The annual general meeting of this institute will be held 
on Friday, March 13, at 6 p.m., at B.M.A. House, Tavistock 
Square, London, W.C.1, when Mr. L. Farrer-Brown, secretary 
of the -Nuffield Foundation, will speak on Professionalism 
in the Health Service. 


Society for the Study of Addiction 

Prof. E. M. Jellinek, sc.p., consultant on alcoholism to the 
World Health Organisation, will give the fifth K@ynack 
lecture on Tuesday, Feb. 17, at 5 P.M., at Westminster Hospital 
Medical School, Horseferry Road, London, 8.W.1. He will 
speak on International Aspects of Alcoholism. 


British Association of Sport and Medicine 

The first annual general meeting of this association will 
be held at Westminster Hospital Medical School, London, 
S.W.1, at 5 p.m., on Friday, Feb. 27, when Sir Adolphe 
Abrahams will speak on its aims and policy. Doctors 
interested in the medical aspects of sport will be welcome. 
Further information may be had from Dr. William Tegner, 
the hon. secretary of the association, c/o the British Olympic 
Association, 95, Mount Street, W.1. 


Institute of Social Medicine 


The address of this institute is now Social Medicine Unit, 
8, South Parks Road, Oxford. 


Horse Shoe Club 


This organisation for promoting Anglo-American medica] 
relations is anxious to compile a list of American doctors 
temporarily resident in this country. Names should be sent to 
Dr. C. 8. Nicol, the hon, secretary, St. Bartholomew’s Hospital, 
London, E.C.1. 


Claiming Sickness Benefit 


Owing to the influenza epidemic, doctors in some areas, 
particularly in the south of England, may not be able to 
see their patients without some delay. The Ministry of 
National Insurance reminds people claiming sickness benefit 
that they must notify the local National Insurance office 
of their illness within three days of its onset. But if a patient 
has not yet received a medical certificate he may send a note 
(written by himself or by a relative or friend) giving his name, 
address, National Insurance number, and the date on which 
the illness began. The formal claim on the doctor's “ first 
medical certificate *’ should follow as soon as the doctor has 
been seen, and in any case within 10 days of the start of the 
illness. 
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Simpson Smith 

Sir Clement Price Thomas will deliver this lecture on 
Thursday, June 11, at the Medical Society of London, 
11, Chandos Street, W.1, at 4.30 p.m. He is to speak on 
Benign Tumours of the Lung. 


Lasker Award in Cardiology 

Dr. Paul Dudley White, of Boston, Massachusetts, has been 
named by the Albert and Mary Lasker Foundation and the 
American Heart Association as the first winner of the annual 
Albert Lasker award *‘ for distinguished achievement in the 
field of cardiovascular diseases.”’ 


N.A.P.T. Prize 

The prize of 100 guineas offered by the National Association 
for the Prevention of Tuberculosis for the best essay by a 
public-health medical officer on Modern Measures for the 
Control of Tuberculosis as Practised by Local Health 
Authorities has been divided between Dr. H. D. Chalke, 
a divisional medical officer of the London County Council, 
and Dr. E. R. Hargreaves, deputy medical officer of health, 
Cornwall County. Council. 


St. Thomas’s Hospital Musical Society 

A performance of the Mass in C Minor by Mozart will be 
given in St. Sepulchre Church, Holborn, on Tuesday, Feb. 24, 
at 8.15 p.m. No tickets are required. 


Safety of Old People on the Roads 

The Pedestrians’ Association is holding a conference in 
London on this subject on March 7. The speakers will include 
Dr. Trevor Howell, director of the geriatric unit of St. John’s 
Hospital, Battersea, and Dr. C. A. Boucher, of the Ministry 
of Health. Further particulars may be had from the secretary 
of the association, Mitre House, 44, Fleet Street, E.C.4 


We understand from Sir Heneage Ogilvie that his duties 
as praelector in the University of St. Andrews during the 
present session will only necessitate one week’s residence in 
Dundee and absence from London. 


EMERGENCY BED SERVICE.—In the week ended last Monday 
applications for general acute cases numbered 2065. The proportion 
admitted was 88-47%. On Tuesday a red warning was superseded 
by a y@low warning. 


Sir Alexander Fleming, F.R.S., Mr. H. Osmond-Clarke, and 
Prof. R. R. Macintosh, are to be "members of a W.H.O. teaching 
mission which is to spend two months in India at the request of 
the Indian government. The team of 15 doctors, led by Dr. Samuel Z. 
Levine, of New York, was to reach Madras on Feb. 5. 


A Tribute to a Great Surgeon; Gathorne Robert Girdlestone, which 
first appeared last year (see Lancet, 1952, i, 1313), has been reissued 
in a second edition. Copies (is. 3d. each) may be had from the 
compiler, the Rey. P. Stewart-Browning, the Chaplain’s Office, 
Pembury Hospital, Pembury, Kent. 


A fourth draft British standard for X-ray protective gloves for 
medical diagnostic purposes (CO|ELE]8420) has been issued by the 
British Standards Institution. Comments on this draft should be 
sent before March 10 to Mr. H. L. Griffiths, secretary of technical 
2 ELE/55, at the institution, 24, Victoria Street, London, 
S.W.1. 


Appointments 


Boas, BRUNO, M.D. Berlin: asst. ophthalmologist, Ashton-under- 
Lyne General Hospital, and Lancashire, Cheshire, and Derby- 
shire local authorities. 

CowaAN, JACK, M.B. Edin., D.M.R.D.: consultant radiologist, Monsall 
and Booth Hall hospitals, Manchester. 

EDMUNDS, V. E., M.D. Lond., M.R.c.P.: part-time clinical asst., 
cardiographic department, Charing Cross Hospital, London. 

MCFARLAND, J. C., M.D. Lpool, F.R.C.8.E., D.P.H., D.L.O. part-time 
otorhinolaryngologist, Southport Promenade Hos- 
pital. 

NasH, F. W., M.D. Lond., M.R.c.P.: consultant pediatrician, 
St. Tydfil’s Hospital, Merthyr. 

TROUNSON, N., M.B.: whole-time consultant pathologist, Coventry 
group of hospitals. 


North-East Metropolitan magfenss Hospital Board: 
BLADES, H. R., M.R.C.S8., D.A. part- time anesthetist (consultant)» 
St. ‘Leonard’ sand St. Matthe w’s hospitals. 
HAMER, W. A., M.B. Lond., F.R.C.S.: part-time surgeon (con- 
sultant), S.E. Essex group of hospitals. 

Hutron, J. N. ‘T., M.B. Durh., D.a. part-time anesthetist 
(consultant x st Leonard’s and St. Matthew’ s hospitals. 
McLAUGHLIN, F. E., L.R.C.8.1., D.O.M.S.: part-time ophthalmic 

surgeon (consultant), Tilbury and Riverside hospitals. 
PEARCE, H. M.B. Lond., F.R.c.S.: part-time surgeon (consul- 
tant), S.E. Essex group of hospitals, 


APPOINTMEN1S—DIARY OF THE WEEK 


[FEB. 7, 1953 


Diary of the Week 


FEB. 8 To 14 
Monday, 9th 


INSTITUTE OF NEUROLOGY, National Hospital, Queen Square, W.C.1 
5 P.M. Prof. E. Bay (Heidelbe rg): So-called Visual Agnosias. 
INSTITU TE OF PSYCHIATRY, Maudsley Hospital, Denmark Hill, 5.E.5 
5.30 P.M. Dr. E. Stengel : Lecture demonstration. 
MEDICAL Society OF LONDON, 11, Chandos Street, W.1 
8.30 P.M. Dr. W. E. Snell, Mr. V. C. Thompson: Recent Methods 
in Treatment of Pulmonary Tuberculosis. 


Tuesday, 10th 


Cou OF PHYSICIANS, Pall Mall East, S.W. 
5 P.M. Dr. R. S. Doll: Bronchial Carcinoma, (Firat of two 
lee tures.) 
ROYAL COLLEGE OF SURGEONS, Lincoln’s Inn Fields, W.C.2 
5 pM. Mr. T. E. Cawthorne: Surgery of the Temporal Bone. 
(Hunterian lecture.) 
BRITISH POSTGRADUATE MEDICAL FEDERATION 
5.30 P.M. (London School of Hygiene and Tropical Medicine, 
Keppel Street, W.C.1.) Miss Honor B. Fell, F.R.s.: Organ 
Culture in Biological and Medical Research. 
ROYAL SOCIETY OF MEDICINE, 1, Wimpole Street, W.1 
5.30 P.M. Section of Experimental Medicine. Dr. C. B. McKerrow, 
Dr. D. V. Bates, Dr. C. M. Fletcher: Assessment of 
Respiratory Function. 
8 p.m. Section of Psychiatry. Prof. E. E. Krapf: Ageing. 
INSTITUTE OF DERMATOLOGY, St. John’s Hospital, Lisle Street, 
W.C.2 


5.30 pM. Mr. A. K. Monro: Hypostatic Eczema and Ulceration. 
West END HOospIraL FOR NERVOUS DISEASES, 40, Marylebone 
Lane, W.1 
5.30 pM. Mr. G. C. Knight: Treatment of Head Injury. 
CHELSEA CLINICAL SOCIETY 
8.30 P.M. (South Kensington Hotel, » Queen’s Gate Terrace, 
S.W.7.) Mr. John Betjeman, sic Heneage Ogilvie, Mr. 
Gilbert Harding : The Importance of Leisure. 
MANCHESTER MEDICAL SOCIETY 
5 p.M. (University of Manchester.) Section of Surgery. Mr. H. T. 
Simmons: Cancer of the Rectum. 


Wednesday, 11th 


UNIVERSITY OF LONDON 
5 p.M. (London Hospital Medical College, E.1.) Prof. A. Giroud 
(Paris): Factors of Abnormal Development. 
INSTITUTE OF DERMATOLOGY 
5.30 P.M. Dr. H. Haber: Benign Tumours of the Corium. 
INSTITUTE OF UROLOGY, St. Paul’s Hospital, Endell Street, W.C.2 
5 P.M. Mr. A. R. C. Higham : Enuresis. 
MANCHESTER MEDICAL SocieETY 
4.30 i Section of Pathology. Dr. M. C. G. Israéls: The Reticu- 
oses. 
ROYAL FACULTY OF PHYSICIANS AND SURGEONS OF GLASGOW, 242, 
St. Vincent Street, Glasgow, C.2 
5 P.M. Dr. R. R. Willcox: Treponemal Diseases. (John Burns 
lecture.) 


Thursday, 12th 


ROYAL COLLEGE OF PHYSICIANS 
5 pM. Dr. Doll: Bronchial Carcinoma. (Second of two Milroy 
lectures.) 
ROYAL COLLEGE OF SURGEONS 
5 pM. Mr. W. Hynes: Results of Pharyngoplasty by Muscle 
Transplantation in Failed Cleft-palate Cases. (Hun- 
terian lecture.) 
BRITISH POSTGRADUATE MEDICAL FEDERATION 
5.30 P.M. Prof. P. C. C. Garnham: Life Cycle of the Malaria 
Parasite. 
INSTITUTE OF CHILD HE ALTH, The Hospital for Sick Children, Great 
Ormond Street, W.C.1 
5P.M. Dr. E. M.C a: Behaviour Problems in Early Childhood. 
INSTITUTE OF DERMATOLOGY 
5.30 P.M. Dr. R. W. Riddell: Diagnostic Techniques. 
RoYAL ARMY MEDICAL COLLEGE, Millbank, 38.W.1 
5 P.M. Dr. Raymond Lewthwaite : Typhus Group of Fevers. 
St. ——= HosPITaAL MEDICAL COLLEGE, Hyde Park Corner, 
S.W.1 


5 p.M. Sir Paul Mallinson: Psychiatry demonstration. 
ALFRED ADLER MEDICAL SOCIETY 
8 p.m. (11, Chandos Street, W.1). Dr. M. N. Pai: Indications for 
Hypnosis in Psychotherapy. 
LIVERPOOL MEDICAL INSTITUTION, 114, Mount Pleasant, Liverpool, 3 
8 p.m. Mr. F. Ronald Edwards : Pre sent Position of Surgery of 
Heart and Great Vessels. 
UNIVERSITY OF ST. ANDREWS 
5 PM. (Medical School, Small’s Wynd, Dundee.) Prof. J. W. 
McLeod, F.R.S.: Observations on Nature ef Anaerobic 
Infections and their Control. 


Friday, 13th 


ROYAL COLLEGE OF ty RGEONS 
Mr. L. E.C. Norbury: The Hunterian Era—Its Influence 
on the Art yi Science of Surgery. (Hunterian Oration.) 
INSTITUTE OF DERMATOLOGY 
5.30 pM. Dr. H. Gordon: Benign New Growths. 
RoYAL MEDICAL Society, 7, Melbourne Place, Edinburgh 
8 P.M. Sir Clement Price Thomas: Carcinoma of the Lung. 


Saturday, 14th 
SouTH-EAST METROPOLITAN REGIONAL TUBERCULOSIS SOCIETY 
11 a.m. (London School of Hygiene and Tropical Medicine.) 
Dr. Neville Oswald: Bronchitis. 
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THERE'S STRENGTH 


COMBINED ACTION 


ot 


The answer to many a problem 
lies in combined action. Witness the higher 
blood levels and the greater clinical efficacy that have been 
reported from the oral administration of penicillin and the sulphon- 
amides simultaneously in cases when the oral administration of the 
antibiotic or chemotherapeutic agent alone has been ineffective. 
A convenient means of applying this combined antibacterial therapy 
is Sulpenin. Containigpg penicillin, sulphadiazine and sulphamerazine 
in balanced dosage, it provides a valuable treatment for many 
infections due to susceptible micro-organisms. By utilising the 
synergistic action between penicillin and the sulphonamides the anti- 
bacterial range is increased, the likelihood of kidney damage is 
lessened and the tendency for the bacteria to develop mutant strains 
resistant to one or other of the component drugs is reduced. 


SULPENIN 


Combined Oral Penicillin and Sulphonamide Therapy 
In tubes of 10 and bottles of 100 tablets. 


Each tablet contains 
Crystalline Penicillin G (Potassium Salt), 100,009 units, 
Sulpnamerazine, 0°25 gramme, Sulphadiazine, 0°25 gramme. 


Literature on request. 


ALLEN & HANBURYS LTD LONDON: 


TELEPHONE: BISHOPSGATE (20LINES). TELEGRAMS: “GREENBURYS, BETH, LONDON” 
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But what about: 
my high-speed 


process — its full heat is available i J ets ? ° 


One of the most practical advantages 
of gas is the speed with which 
it gets into action. With gas there is 


no long waiting and warming-up 


day and night at the turn of a tap. 
And in the same way there is no 
waste of heat or fuel at the end of 
a job. Such speed is worth minutes 
every working hour — 


and hundreds of pounds a year. 


Mr. THERM HELPS 
DOCTORS AND NURSES 


He makes himself very useful in hospitals, clinics and 


nursing homes in heating, steam raising, water heating, 


main and ward cooking, sterilising, incinerating, refrig- 


Mr. Therm bu ins to serve you erating, laboratory equipment and stand-by lighting. 


THE GAS COUNCIL I GROSVENOR PLACE LONDON: SW! 
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When convalescents 


need a pick-me-up 


y 
GRapE Juice. ALCOHOL | 
'2 PER cent, By VOLUME 


wel 


Moussec is a perfect natural sparkling stimulant 
for cases of mental depression, debility and wane 
apathy. Produced only from specially selected 
grapes by the entirely natural process of double 
fermentatiou and free from fortification by any 


form of spirit it is purity and goodness itself. 


THE BABY BOTTLE (ONE GLASS SIZE) 
is both adequate and economical. It ensures that 
the patient gets the benefit of Moussec always in 
its freshest, most sparkling form. 

Baby Moussec is obtainable from all Wine 
Merchants and Licensed Grocers at 2/3. There 


are also larger sizes at 4/4, 9/9 and 18/6. 


LTO., RICKMANSWORTH, HERTS. 
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Esso Dealers now have the finest range of 
petrols ever offered to the motoring public. 


ESSO EXTRA —the top grade of super- 
lative quality, at 4d. per gallon premium. 
This petrol is designed for 1953 and the 
future. Try it and prove the six extras: Extra 
Anti-Knock ; Extra Miles per Gallon; 
Extra Acceleration; Extra Easy Starting ; 
Extra Power ; Extra Engine Cleanliness. 

ESSO MIXTURE — a scientifically blend- 
ed fuel for those requiring a quality equal to 
the best of pre-war grades, at 2d. per 
gallon premium. 

ESSO— is the improved version of the 
standard grade petrol at a standard price. 


A 


TODAY AND EVERY DAY IT PAYS TO SAY ESSO FOR ALL PETROLEUM PRODUCTS 


| 

GREAT NEW perrot WITH 6 
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Forecast-Fine 


Travelling in all weathers, often at 
short notice, a man must be protected 
against sudden changes of temperature. 
Chilprufe Pure Wool Underwear is 
ideal. Its close-knit fabric is firm, 
smooth, and comfortable at all times; 
warm but not overheating. Faultless 
fit and finish, remarkable durability, 
and unique protection from colds and 
chills, make Chilprufe the choice of 
discerning men everywhere. 


Ask your outfitter 
or write for NEW * 

ILLUSTRATED 
CATALOGUE PURE WooL 
CHILPRUFE MADE 

Regd: 


LIMITED 
or MEN 


PERFECT 


LEICESTER 


For COLDS, INFLUENZA, BRONCHITIS, WHOOPING - COUGH, 
CATARRH, ETC. 


Wright's 


COAL TAR INHALER AND VAPORIZER 
WITH WRIGHT’S COAL TAR VAPORIZING LIQUID 


supplies now freely available 


Always specify Wright’s 
Invaluable for giving quick relief 
from distressing congestive conditions. 


WRIGHT LAYMAN & UMNEY LTD., 44-50, SOUTHWARK STREET, LONDON, S.E.! 
MANUFACTURERS AND PROPRIETORS OF WRIGHT’S COAL TAR SOAP 
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POLLERGEN uncon, 


A COMBINED POLLEN EXTRACT 
indicated in 
® SEASONAL HAY FEVER ® CORYZAL ASTHMA 


Researches in Allergy have clearly demonstrated that 
more success is to be achieved by treatment with a 
combined pollen extract than with simple extracts of 
pollen such as Timothy Grass. 

- Pollergen is a combined extract of those pollens which 
ai have proved to be most frequently responsible for the 
onset of Hay Fever and Hay Asthma, and treatment 
should be commenced early in the year so as to ensure 
that maximum dosage is attained before the Pollen 
Cloud is at its height. 


Literature and prices on application 


DUNCAN, FLOCKHART «CO. LTD, 


EDINBURGH LONDON 


TO DOCTORS 


who have to advise mothers 
on baby feeding 


There are 17 different meat broths, vege- 
tables and fruits prepared by Heinz to be 
given to infants from 3 months onwards. 


These foods are more 
valuable, from the nu- 
tritional standpoint, 
than such foods are 
when prepared at home. 

Literature explaining 
this, together with 
tested for keenness and flawlessness } samples, will be sent to 


—then sterilised and coated with : you on request. 
pure Vaseline to reach the surgeon's 
hands in perfect condition. Handles are 
: of stainless metal, precisely machined to i 
ensure that blades fit accurately and rigidly. There are eleven i Please write to Dept ° 2b, 
types of biade, as illustrated. and three types of handie. H. } HEINZ COMPANY LTD. 


Harlesden, London, N.W.10. 
By AproinTMENT 
= Purveyors OF 
Heinz ProoucrTs 


TO THE LATE 
OW, SWANN & CO. LTD PENN WORKS: SHEFFIELD - ENGLAND Georce VI 


*& Made from the - 


There are 17 varieties of 
Heinz Strained Foods. 
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PROCESSING UNIT 


RADIOGRAPHY IN HOT CLIMATES 


PHILIPS 


REFRIGERATED 


e Thermostatically controlled — fully automatic 
in action. 
© Will cool - a of water per hour — from 
105°F. to 65°F. 
© Film capacity — 60 per hour. e Heater incorporated for use in low 


e Films always washed in cooled water. ambient temperatures. 
e Separate Tank and Cooler, Cooler can be installed © All insulation material insect-proof. 
outside dark room. © Complete and easy access for inspection. 


ENABLES GOOD RADIOGRAPHY TO YIELD CONSISTENTLY GOOD RADIOGRAPHS 
Users commend its performance and reliability 


SEND POSTCARD FOR FULL INFORMATION 


@ PHILIPS ELECTRICAL 


LIMITED 


X-RAY DEPARTMENT CENTURY HOUSE 


SHAFTESBURY AVENUE - LONDON - W.C.2 


“XD962A) 


When advice on 
is necessary or desirable ! 


iT 1S ALWAYS WISE 
TO PRESCRIBE — 


*RENDELLS PRODUCTS 


Based on clinical and biological experience, Rendelis 
Products are prescribed in all parts of the world, and 
the complete range of chemical contraceptives now 
available gives the practitioner a wide scope in choosing 
the best method suitable to the patient concerned. 


*® Complete professional literature, including a new publication 
** Contraception in Medical Practice,"’ can be sent on request. 


W. J. RENDELL LTD. 


Manufacturing Chemists 


ICKLEFORD MANOR, HITCHIN, HERTS 
Also at 
SYDNEY (AUS.), WELLINGTON (N.Z.), RIO DE JANEIRO, PARIS 


Est. 1852 


“B” SHARES 


NOW AVAILABLE — £50 — £5,000 
INTEREST 


INCOME TAX PAID 


INDUSTRIAL 
BUILDING SOCIETY 


281, GREENWICH HIGH ROAD, 
LONDON, S.E.10 


Secretary: G. V. BROWN, B.Sc.(ECON.), A.B.S. 
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He 


sleeps soundly 
Doctor 


Patients sleep naturally 
and well on Intalok 
mattresses. The heart of an 
Intalok mattress is com- 
posed of many hundreds of interlinked fine gauge springs 
—these offer gentle resistance to the ‘local’ pressure of 
hips, elbows and shoulders. But over larger areas their 
combined resilience is firm and even to ensure correct 
spinal support. The complete rest Intalok brings makes 
a real contribution to the patient’s recovery. 


Here are other good reasons why Intalok 
is the ideal hospital mattress : 


1 All metal parts are rustless 4 Intalok mattresses can be 
— can be sterilized repeatedly. made to special thicknesses or 

: ‘ sizes, Or in segments to suit 
2 The spring centre gains by special cases. 


repeated stoving. 5 Existing hair mattresses can 
Fe be converted to Intalok. This 
3 There are no tufts or piping cuts costs. 
to collect dust —and the mat- sends : 
tress is light for easy handling. 6 Every Intalok springing unit 
is guaranteed for ten years. 


Write for illustrated leaflet and prices. 


THE HOSPITAL MATTRESS 
Intalok Ltd., Caldwell Road, Nuneaton 


INTALOK IS A PRODUCT OF THE SLUMBERLAND GROUP 
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February 


{t is pleasant to toss pancakes on Shrove Tuesday, as an 
old custom reminding us of the days when life moved 
more slowly. Few of us, however, would wish to put the 
clock back, for in the twentieth century we enjoy many 
advantages. Among these are the services of the Midland 
Bank, providing the extensive banking facilities required 
in the modern world. 


MIDLAND BANK 


OVER 2,100 BRANCHES TO SERVE YOU 
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H. K. LEWIS & Co. Ltd. END BOOKSELLERS 


TEXTBOOKS AND* WORKS IN MEDICAL, SURGICAL AND GENERAL SCIENCE OF ALL PUBLISHERS 
Catalogues on application. Please state interests. 

FOREIGN BOOKS: Select stock. Books obtained from abroad under Board of Trade licence. 

SECOND-HAND BOOKS: A constantly changing large stock of Medical Literature on view, classified under 

subjects. 140 Gower Street. Scientific and Technical Books, 23 Gower Place, W.C.|. 

MEDICAL STATIONERY : Loose-Leaf Case Books, Card Index Systems, etc. 


MEDICAL AND SCIENTIFIC LENDING LIBRARY 
Annual Subscription from Twenty-five Shillings Prospectus on application 


The Library Catalogue revised to December, 1949, containing a classified Index of Authors and Subjects. 


Pp. xii - 1152. To subscribers I7s. 6d. net ; to non-subscribers 35s. net ; postage Is. 3d. 
Supplement 1950-52 in preparation. 


H. K. LEWIS & Co. Ltd., 136 GOWER STREET, LONDON, W.C.I Phone : EUSton 4282 


BOWDEN HOUSE 


(Incorporated Association not carried on for profit): 


Source of Potassium aes Sy oe A private nursing home for patients suffering from the neuroses 


e The home is 30 minutes from’ Marble Arch and stands in 6 acres 

The Neglected Mineral of A has 

and is used if requested by the patient’s physician, who may 
Valentine's Meat Juice, with its high content of 


soluble potassium salts (equivalent to 74-97 mg. Intensive, psychotherapy ond all modern forms of physical 
i i i psychiatric therapy are available for suitable cases. 

KCl ce.) with salts, Occupational therapy both indoor and outdoor. 

meat bases and small a bd ble proteins All treatment by the members of the staff is inclusive and the 

is a valuable dietary supplement, furnishing prac- fees range from 16 to 25 guineas per week depending on the room 

tical amounts of potassium in palatable form. occupied. 


Apnly : MEDICAL DIRECTOR 


VALENTINE COMPANY, INC., RICHMOND, VA. 
HEIGHAM HALL, NORWICH 
Valen tl ne Ss PRIVATE MENTAL HOME for Nervous and Mental iliness. All types 


of treatment carried out. Accommodation for Alcoholics and Addicts 


M E A T J u l ¢ E available. Special Geriatric Unit now open. Fees from 6 gns. per week 


upwards according to requirements. 
Apply to Dr. J. A. SMALL Telephone : Norwich 20080 


ST. ANDREW’S HOSPITAL 
NORTHAMPTON 


PRESIDENT: THE EARL SPENCER 
MEpICcAL SUPERINTENDENT : THOMAS TENNENT, M.D., F.R.C.P., D.P.H., D.P.M. 


This Registered Hospital is sitnated in 130 acres of park and pleasure grounds. Voluntary patients, who are suffering from 
incipient mental disorders or who wish to prevent recurrent attacks of mental trouble; temporary patients, and certified patients 
of both sexes are received for treatment. Careful clinical, biochemical, bacteriological, and patiabadtens examinations. Private 
rooms with special nurses, male or female, in the Hospital or in one of the numerous villas in the grounds of the various branches 


ean be provided. 
WANTAGE HOUSE 

This is a Reception Hospital in detached grounds with a separate entrance, to which patients can be admitted. It is equipped 
with all the apparatus for the complete investigation and treatment of Mental and Nervous Disorders by the most modern methods ; 
insulin treatment is available for suitable cases. It contains special departments for hydrotherapy by various methods, including 
Turkish and Russian baths, the prolonged immersion bath, Vichy Douche, Scotch Douche, Electrical baths, Plombiéres treatment, 
etc. There is an Operating Theatre, a Dental Surgery, an X-ray Room, an Ultraviolet Apparatus, and a Department for 
Diathermy and High-frequency treatment. It also contains Laboratories for biochemical, bacteriological, and pathological 
research. Psychotherapeutic treatment is employed when indicated. 

MOULTON PARK 

Two miles from the Main Hospital there are several branch establishments and villas situated in a park and farm of 650 acres. 
Milk, meat, fruit, and vegetables are supplied to the Hospital from the farm, gardens, and orchards of Moulton Park. Occupational 
therapy is a feature of this branch, and patients are given every facility for occupying themselves in farming, gardening, and fruit 


growing. 
BRYN-Y-NEUADD HALL 
The seaside house of St. Andrew’s Hospital is beautifully situated in a park of 330 acres, at Llanfairfechan, amidst the finest 
scenery in North Wales. On the North-West side of the Estate a mile of sea coast forms the boundary. Patients may visit this 
branch for a short seaside change or for longer periods. Tie Hospital has its own private bathing house on the seashore. There 
is trout-fishing in the park. 


At all the branches of the Hospital there are cricket grounds, football and hockey grounds, lawn tennis courts (grass and hard 
courts), croquet grounds, golf courses, and bowling greens. Ladies and gentlemen bave their own gardens, and facilities are 
provided for handicrafts, such as carpentry, ete. 

For terms and further particulars apply to the Medical Superintendent (TeLepnoxne: Northampton 4354 (3 lines)), who 
ean be seen in London by appointment. 


CLIFFDEN, TEIGNMOUTH 


For the early treatment of nervous disorders and patients needing rest and care 


A well-appointed House with spacious balconies and extensive views of the South Devon Coast. Beautiful garden and own dairy im 35 acres 
In the same grounds, ROWDENS, a comfortable house with lovely views. Private road to the beach 
There is also a charming house, EBWORTHY, MANATON, DARTMOOR, situated in 25 acres, 1100 ft. up for bracing moorland air 
Resident Physicians—BERTHA M. MULES, M.D., B.S. ANNE S. MULES, MR.C.S., L.R.C.P. Telephones—TEIGNMOUTH 289 and 537 
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Cc HH E A D L E R OYA L CHEADLE Tae of this Hospital is to provide the most efficient 


for the treatment and care of patients of 


CHESHIRE sexes, suffering from MENTAL and NERVOUS — 
A Registered Hospital for MENTAL DISEASES and its Mosul governed by a Commictee. appoint 
Seaside Branch, GLAN-Y-DON, Colwyn Bay, N. Wales Modified Insulin Coma: 


For Terms and further information apply to the MEDICAL SUPERINTENDENT 


and Psychotherapeutic treatment given. VOLUNTARY. 
TEMPORARY, AND CERTIFIED PATIENTS RECEIVED. 
Telephone : GATLEY 223! 


CHISWICK HOUSE 


PINNER, MIDDLESEX 
Telephone: PINNER 234 


A Private Home for the Treatment and Care of Mental and 

Nervous I[!lnesses in both Sexes. 
A modern house, 12 miles from Marble Arch, in attractive 
secluded grounds. Patients treated under Certificate, Tem- 
orary or Voluntary status. Modern forms of treatment, 
necluding psychotherapy, narco-analysis, modified insulin, 
occupational] therapy, E.C.T., etc. Fees from 12 guineas a week. 
DOUGLAS MACAUTAY, M.D... D.P.M 


THE COTSWOLD SANATORIUM 


On the Cotswold ITills, seven miles from Cheltenham, 
Stroud and Gloucester, equipped for the treatment of 
Pulmonary Tuberculosis. Full day and night nursing staff. 

Terms from £10 per week 


Full particulars from Secretary, COTSWOLD SANATORIUM, 
CRANHAM, GLOUCESTERSHIRE. 


Telephone : Witcombe 218 


Vacancies 
Page Page Page 
ACADEMIC AND EDUCATIONAL Isle of Wight Group H.M.cC. Sr. H.O. 48 | INFECTIOUS DISEASES 
SECTION 38 | Lancaster. Royal Lancaster Infy. Reante n, N.W.10. Loe am Reg. .. 42 
Sr. H. . Ann’s Gen., N. Sr. H.O. & 
ADMINISTRATIVE Leicester Royal Infy. Sr. H.O. 49 Sheriff ‘Hilt ID. Sr. 
New Zealand. Waikato Luton & Dunstable. H.O 49 H.C 
Superintendent 40 8t. Mary's. Sr. H.O. North ‘West Met. R.H. B. Cons. 
Nottingham Gen, Sr. H.0O. 201 Portslade. Foredown. Jr. H.M.O. .. 
Central Middx., N.W.10. Locum Reg. 41] Portsmouth Group H.M.C. Sr. H. Oo. 51 a 
King Edward Mem., W.13. Reg... 41] Slough. Upton. H.O.. .. 53] London, Sr. H.0.’s 
Royal Free, W.C.1. Sr. Reg. & Reg. 42] York A & Tadeaster H.M.C. Jr. -W.10. Reg. 
St. Thomas’s, S.E.1. mor, H.M.O. St. 1 10mas’s, S-E.1. 
Woolwich Group H.M.C. Sr. H.O... 43 Westminster, S.W.1. Sr. Rex. | 
United Hosps. Reg. & CH§ST AND TUBERCULOSIS 
Bishop’s Stortford. Haymeads. Whipps Cross, E.11. Temp. Reg. 43 Ashford. WwW illesborough. H.0. 43 
ournemouth, oya Cc. SP. I Che Sr. 
Royal Infy. HH Bovey Tracey. 45 United Hosps. Sr. H.O. aa 
sradford. St. Luke's O Camborne. _Tehidy. H.0.. 45 : 
Braintree. Black Notley. Sr. H.O. . 44] Dartford H.M.C. es 8 Stortford Dist. 
— Edmunds. W wa Sutfoli 45 ewan. Cleaver. Jr. H.M.O. & Sr. on Bolton & Dist. H.M.C. Reg 45 
Chesterfield Royal. Sr. H.0.. << R.H.B. Gons. & Sr. H.M.O... 39] Boston. Wyberton West. Reg. 44 
Leeds ti Poole Sr. 49] Glasgow. Southern Gen, Sr. 48 
zeicester Gen. Sr ee Trent. Stanfield San r. 
Newcastle R.H.B. Reg. 50 | 53 | Hemel Hempstead. ve est Herts. 
Nottingham Gen. Sr. °0 Warwick. King Edward VII Mem. 
Plymouth. South East San. Sr. H.O. 53 Poke’ oO. 47 
Cornwall.) Sr. H.C 51) Yorkshire. East Riding H.M.C. H.0, Huddersfield. St. Luke's J 
Romford. Rush (Green. Sr. H.0. | Newcastle, Co. Peamount K Gon 
§ vans City. Reg 5§ Hosps. Authority seeds. 
Scotland. South-Eastern R.H.B. Reg. 52 Ireland 55 Leeds R.H, | Regs. 
Shrewsbury. Royal Salop Infy. H.O. 52] DERMATOLOGY County. Pre-reg. i. oO. 
on-Tees. Sedgefield Gen. The Hosp, for Sick Child., W.C.1. . Jr. H.M.O.. 
Tunbridge Wells Group H.M.C. Sr. i Birmingham United Hosps. Reg. .. 44 aa Group H.M.C. Sr. HO." 8 pa 
ve VU. 
Waketield A Group H.M.C. Jr. H.M.O. 54] EAR, NOSE, AND THROAT Romford. Victoria. 51 
Warrington Gen, Sr. H.O 53] London Chest. Reg... Hosp. of St. Cross. Pre- reg. 59 
Warwickshire. Ss. W arwic kshire | Metropolitan E.N.&T., W.  H.O. 41 wt 
Hosp Group. Sr. H.O. . 53) Royal National T.N.&E. 42 ans ity. Loc m 
Welsh R.H.B. Cons... 40] Royal Northern, N.7. Reg. .. City 
York Tadoaster Sr. St. Mary’s, W.2.P.-t. Reg. .. 42) Sheffield. City Gen. 
Australia. Women’s Hosp irector 4 "ae & Glos 2 
United States. Mount Auburn. | Brighton x Le wes H.M.C. H.O.’s.. 43 
dencies 551 ‘anterbury, Kent ‘anterbury. Stoke on-Trent. Bucknall Isolation. 
5 
CARDIOLOGY :|'Taplow. Canadian Red Cross Mem. 
Manchester United Hosps. Reg. -- 50] Manchester. Altrincham St. ‘Anne's. 49 Welsh Loc min Re. 
4 > 4 
CASUALTY 1 | Welsh R-H.B. Reg. 
Plymouth Clin. Area. Reg... 
Albert) Dock & Traumatic, Ph utl South Devon & East Westcliffe. 
E.16. Sr. H.¢ 51 | Yorkshire. Bast Riding H.M.C. H.O. 54 
S.W. H.O. Truro. Royal Cornwall Infy. Pre-reg. NEUROLOGY 
arrow ocum Jr. H.O. N 
Memorial, S.E.18. H.O 421 New York. Albany Hosp. Internship 2 
Paddington Green Childs. W.2. 41)" & Residency. Nat ional | Hosps. for Nervous Diseases, 
West London, 6. Sr. H. 9 . Reg. 42 
Ashton, Hyde & Glossop H.M.C. H.O. 43 | GENITO-URINARY 
Bath, Royal United. Sr. H-O. .. 43) carchaiton. St. Helier. H.O... 45 NEUROPATHOLOGY 
irmingham United. Sr. H.O. Carshalton. St. Helier. Locum H.O. 45 | Sheffield United Hosps. Sr. H.M.O. 40 
Brighton. Royal Sussex County. H.O. 43 NEUROSURGERY 
46 HAZMATOLOGY National Hosps. for Nervous Diseases, 
Chichester. St. Richard’s. Sr. H.0... 46] Manchester United Sr. H. 0. V.C.1. Reg. 42 
Coventry & Warwickshire. Sr. H.0... 46 | Sheffield R.H.B. Jr. H.» : ).. 52 National Hosps. for Nervous Diseases. 
Hastings, Royal Kast Sussex. H.O... 47 ' Sheffield R.H.B. P.-t. Practitioners. 52 
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ay Neurosurgical Centre, S.E.18. 


Bristol. ~Cossham/Frenchay H.M.C. 
Sr. 
Scotland. South- Hastern R. B. Sr. 


OBSTETRICS AND GYNECOLOGY 

Annie McCall Maternity, 8.W.4. H.O. 

Camberwell H.M.C. H.0.’s or Pre- 
reg. H.O.’s_ .. 

East End Maternity, E.1. H.C 

Queen Mary’s Hosp. for the itast End, 
B.15. Sr. 

St. Thomas’s & Lambeth. P: 

Birmingham. Solihull. Sr. I 

Birmingham United Hosps. Reg. 

Bury St. Edmunds. West Suffolk 
Gen. H.O. or Pre-reg. H.( 

Cardiff. St. David’s. Sr. H. ° 


C ‘ons. 
1.0 


Maternity. 
Chertsey. St. Peter’s. ‘Sr. H.O. 
Eastbourne. St. Mary’s. H.O. 
Halifax Gen. Sr. H.O. 

Isleworth. West Middx. Pre- Tee. H.O. 
Leeds R.H.B. 


Leicester Gen. H.0O. 


Royal Infy. Maternity. sr. 
Louth. County ‘TInty. 
Marston Green Maternity. H.O.’s. 
Plymouth. South Devon & 
Cornwall. Sr. H.O. & 1.0.’s 
ugby. of St. Cross st. 
H.O. 


Sheffield United Hosps. Sr. H.O.” 


Stockport. Hill. H.O. 

Winchester toyal Hants “County. 
H.O., or Pre-reg. H.0. 

OPHTHALMOLOGY 

Selly Oak Eye. Sr. 

Bury St. Edmunds. West (Suffolk 
Gen. H.O. or Pre-reg 


Huddersfield Royal Had Sr. H.O.. 
Leeds R.H.B. Sr. H.M.O... 
Leicester Royal Infy. Reg 
Nottingham & Midland Eye Infy. 


Oxford R.H.B. P.-t. Sr. H.M.O. 


London, E.1. 

North East Diet! H.B. P.-t. Cons.. 
Royal Nat. Sr. H. 
Royal Northeru, N.7 H.O. 
Ashford. Middx. H.O. 


Bradford. St. Luke’s. Locum H.0.. 

Bury & Rossendale H.M.C. Sr. H. Oo. 

Bury St. Edmunds. West Suffolk 
Gen. H.O. or Pre-reg. H.O. 

Carshalton. Queen Mary’s Hosp. for 
Child. Reg 

Roy ‘Inty. Jr. H.M.O. 


Chesterfield Koval. Sr. H.O.. 

East Anglian R.H.B. Reg. 

Gloucester. Glouceste Royal. 
H.O. or Sr. H.O 

Kettering Gen. H. 

Lincoln County. Reg 

Harlow Ww Orthopedic. 


Sr. H.¢ 
North C Heritage Craft) Schools 
& Hosps. Sr. H.C ‘ 

Salisbury Gen. H. °. or Sr. H.O. 
Shettield United Sr. H.O. 

Southampton. Royal S. Hants. 

Swansea. Sr. H.O. 

Whiston. County. Sr. 

Wigan. Royal Albert Infy. 
Sr. H.O. 
Winchester. 
Sr. H.O. 

H.O 


H.O. 


Royal Hants County. 
East Riding H.M.C. Sr. 
PAEDIATRICS 
Chiids., S.E.1. Sr. H.O. & 

oO 
Queen Elizabeth ‘Hosp. forc hild. H.O. 
Bath. Royal United. H.¢ 


Edgware Ge 

Victoria Hosp. for Sick ( 

Leicester Gen. H.O 

Nuneaton. George ‘Eliot. “H.O. or 
Pre-reg. H.O. me 

Plymouth. South Devon ™ East 
Cornwall. H.O. se 

Portsmouth Group H.M.C. | H.O.. 

Southampton Children’s. H.O. 

Wrexham. Maelor Gen. Sr. H.O.. 
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Vacancies (continued) 


Page 
PATHOLOGY 
Pathological Lab., W.8. Sr. ‘ia 
Birmingham R-H.B. Sr. H. 0. 
Birmingham United Hosps. ares 44 
Bolton & Dist. H.M.C. Sr. H. ‘Oo. 45 
Bradford. St. Luke’s. Sr. ow 44 
Bury & Rossendale H.M.C. .H.O. 45 
Leeds R.H.B. Sr. H.O.’s 48 
Leeds R.H.B. Sr. Reg. ine 48 
Leicester Gen. Sr. H.O. ni 49 
Oxford R.H.B. Sr. H.M.O... 39 
Reading Area, Sr. H.O. ae 51 
Redhill County. Reg. 
Rochdale & Dist. H.M.C. Sr. H.O... 51 
Salisbury Group H.M.C. Reg. 
Shettield lesan Hosps. Reg. or Sr. in 


Tapiow. “Canadian Red Cross Mem. 
H.O. 


Yorkshire, East Riding H.M.C. Sr. 

PLASTIC SURGERY 

Bristol. Cossham/Frenchay H.M.C. 
Sr. 

Salisbury. Plasti ve & Oral Surge ry 
Centre. Sr. H.C 

PSYCHIATRY 


Friern H.M.C. Jr. H. 
North East Met. R.H. 3 
Argyll & Bute Mental. a H.M.O. 
Chester. Deva. Sr. 

Coulsdon. Netherne. Rew. & H.O. 
East Anglian R.H.B. Cons. .. 


-t. Cons.. 


Epsom. St. Ebba’s. S .H.O... P 
Sr. H.O.’s & Jr 
Leeds R.H.B. Sr. H.M.O. a 
Oxford R.H.B. Sr. H.M.O. 


Scotland. 
Scotland. 
H.M.0.’s 
Shettield. Middlewood. 
Shettield R.H.B. Cons. 
Shettield R.H.B. Sr. H.M.O. 
Welsh R.H.B. Cons. 
Yorkshire. East Riding H.M. Kon 
Northern Ireland 
Asst. M.O. 
RADIOLOGY 
St. Thomas’s, 8.F.1. P.-t. Cons. 
Ashton, Hyde & H.M.C. Reg. 
Birmingham Reg. . 
Birmingham United Hosps. 
Colchester Group H.M.C. Sr. Reg. 
East Anglian R.H.B. Cons. 
Ipswich. = Suffolk & Ipswich 
Hosp. Reg 
Leeds -t. Cons. 
Leeds R.H.B. Sr. Reg 
Manchester R.H.B. Reg. 
Manchester R.H.B. Sr. H.M.O. 
Scotland. Western R.H.B. Cons... 
Pennsylvania. Mercy. Residency. . 
RADIOTHERAPY 
Leicester Royal Infy. 


Western R.H.B. Sr. 


Reg. 


H.O. 
‘Authority. 


Sr. Reg. 


Sr. H.O. or Reg. 


Northern Ireland Hosps. Authority. 
Reg. or Sr. Reg. 

SURGERY 

Battersea Gen., S.W.11. Jr. H.M.O. 


Bolingbroke, S.W.11. 


reg. H.O.’s_ .. 
( ‘olindale, N.W.9. 
S.E.22. 


Dulwi h, 


H.O.’s or Pre- 


H. 0. 
H.O. or Pre- -reg. 


H.¢ 
Elizabeth’ Garrett Anderson, 
Pre-reg. H.O.’s or H.O 
Fulham, W.6. H.O 
St. Mary’s, W.2. P.-t. Sr. H. Oo. 
Westminster, S.W.1. Reg. 
H. 1.0.’ 8 Or 


Ashford, Kent. H.O.. 
Ashford. Willesborough. H.O. 


Ashton, Hyde & Glossop H.M.C., 
Aylesbury. Tindal Gen.  Pre.-reg. 
H.O. or H.O. 
Birmingham Acc ident. H.O.’s 
Birmingham R.H.B. Regs. .. 
Birmingham. Selly Oak. H.O. 
Birmingham United Hosps. Reg. 
Bournemouth. Vice. H. O° or 
Pre-reg. H.O 
Bradford. St. Luke’s s. Locum H.O.. 


Brighton & Lewes H.M.C. H.O. 


Eastern R.H.B. Sr. H.M.O. 


Canterbury. 
Pre-reg. 


Kent 
Carmarthen. West Wales Gen. 


& Canterbury. 
H.O. 


Chichester. Royal West Sussex. Sr. 
1.0. 

Coventry Wi arwic kshire. Pre-reg. 
H.O. 

Dewsbury. Staincliffe Gen. Sr. H.O. 


Douglas, Isle of Man. 

East Anglian R.H.B. Cons. 

Grantham & om Gen. 
H.O. or H.¢ 

Yar & 


Pre-reg. 
Gen. 


Gen. Pre- -reg. H.O. 

Hertford County. H.O. 

Haverfordwest. 
War Mem. es 

Hitchin. Pre-reg. H.0.’s or H. 

Huddersfield Royal Infy.  H.¢ 

Hull. a ictoria Hosp. for Sic k ‘Child. 
H.¢ 


Litera.” King George. 
Ipswich. Borough Gen. 
Isle of Thanet H.M.C. 
Isle of Wight G 14 
or Pre-reg. H.O. 
Leeds. Chapel Alle Reg. 
Leeds R:H.B. Locum Regs. .. 
Leeds. St. James’s. Sr. H.O... 
Leicester Gen. H.O... 
Leicester Royal Infy. 
Leicester Royal Infy. 
Leigh Infy. Lanes. 
Maidstone. West Kent Gen. 
West Kent Gen. Pre-reg. 
Manchester United Hosps. Sr. H.O. 
Manchester. W. Manchester H.M.C,. 
Mexborough. Montagu, 
Newcastle Gen. H.O. 
Newcastle R.H.B. 
Neweastle R.H.B. 
Nottingham. 


‘County 


H.O.’s.. 
H.O. 
Temp. Sr. 
H.M.C. 


H. 0. 
H.0.’s 


‘Sr. H.O. 


"Re 


Reg. 
Reg. or Sr. “Reg.. 
Newark. Reg 


Plymouth. South Devon & East 
Cornwall. Sr. H.O. & H.O.’s 

Portsmouth Group H.M it. 0.’s. 

Ramsgate Gen. Sr. H.¢ 

Romford. Rush ‘H.O. or 
Pre-reg. H.O. 

Romford. Vic H.O. 

St. Helens. H.C ve a 

Salisbury Gen. ti. oO. 

Scot South Eastern R.H.B. 


P.-t. 


‘on ee 
id. ‘ity ‘Gen. H.O. or Pre-reg. 
1.¢ 


Upton. Pre-reg. or 


H.O. 


slough 
H.¢ 


Gen. 


Sou¢hampton, Royal 58. "Hants. 
Staftord. Staffordshire Gen. Infy. 
H.O. or Pre-reg. H.O. 
Stoke-on-Trent. City Gen. H.O.’s 


or Pre-reg. H.O.’s_ . 
Stoke-on-Trent. N. Stats Royal Infy. 
H.O. or Pre-reg. H.¢ 


Taunton H.M.C. H.O. 

Welsh R.H.B. Re “8. . 
Weston-super-Mare Ge n. H.O.’s.. 
Whiston. County. H.O. 
Winchester. Royal Hants County. 


H.O. or Pre-reg. 


Worksop. Victoria. H.O. 


Worthing Group H.M.C 

York A & Tadcaster H. M. C. Sr. H.O. 
& H.O’s 4 

rm Tre land Hosps. Authority. 

Hastings & St. Leonards. Buchanan. 
Sr. H.O 

VENEREOLOGY 

London, E.1. oO. 

Manchester R. is: H.M.O. 

GENERAL 

New York. Albany. 


Inte & 
Residencies .. 


PUBLIC APPOINTMENTS 
NON-MEDICAL 
MISCELLANEOUS 


Noble’s. Sr. H.O. 


The Terms and Conditions of Service of 
Hospital Medical and Dental Staff apply to 
all N.H.S. hospital posts we adrertise, unless 
otherwise stated. Canvassing disqualifies, but 
candidates may normally visit the hospital by 


appointment. 
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Academic and Educational 


ROYAL COLLEGE oF PHYSICIANS OF LONDON 


W. R. S. DOLL, Esq., M.D., M. R.C.P., will deliver the MILROY 
LECTURES On TUESDAY, OTH FEBRUARY, and THURSDAY, 12TH 
FEBRUARY, 1953, at 5 P.M. at the College, Pall Mall East, S.W.1. 

Subject : Bronchial Carcinoma : Incidence and Aetiology.” 

Any member of the medical profession admitted on presenta- 
tion of card. By order of the President. 

HAROLD BOLDERO, Re gistrar. 


FACULTY OF ANASTHETISTS 
ROYAL COLLEGE OF SURGEONS OF ENGLAND 
LECTURES IN ANASSTHETICS, 16TH MARCH-—27TH MARCH 

A Course of 40 Lectures in Anesthetics will be held at the 
College from 16th March until 27th March. There will 
be 4 sessions daily (at 9.45 a.M., 11.15 A.M., 2.30 P.M., and 
4 P.M.) from MONDAY to FRIDAY each week. "Fee: £15 15s. 

A series of Tutorials in Anzesthetics will be held during the 
same period as the lectures, consisting of 10 one-hourly sessions, 
commencing at 5.30 P.M. These are only available to those 
attending the Lectures. Fee : £10 10s. 

Applications, accompanied by a cheque for the appropriate 
fee, should be sent to Mr. W. F. Davis, Secretary, Faculty of 
Anesthetists, Royal College of Surgeons of England, Lincoln’s 
Inn-fields, London, W.C.2, from whom full information concern- 
ing the above may be obtained. (HOLborn 3474.) 


THE UNIVERSITY OF MANCHESTER 
FACULTY OF MEDICINE 


The Faculty of Medicine, in conjunction with the St. Mary’s 
Hospitals for Women and Children, proposes to conduct a 
POSTGRADUATE COURSE IN OBSTETRICS, especially intended for 
general practitioners. The course is to comprise 11 consecutive 
weekly meetings to be held on WEDNESDAYS from 10 A.M. to 
4 P.M., commencing on 11TH MARCH and concluding on 20TH 
MAY, 1953. The fee for the course is 10 guineas, though doctors 
taking part in the National Health Service may be able to 
claim the fee and travelling expenses from the Ministry of Health. 

Application should be made to the Dean of Postgraduate 
Medical Studies, The nag + ual Manchester, 13, not later than 
Monday, 16th February, 1953. 


COURSE IN INFLAMMATORY DISORDERS OF 
BONES AND JOINTS 
at the 
INSTITUTE OF ORTHOPEDICS 
16TH-21ST FEBRUARY, 1953 


16th Feb. .. Histological reactions of .. Dr. H. A. S1Issons 
Town skeletal and joint tis- 
Section sues in inflammatory 


disorders 
Arthroplasty and arthro- .. Mr. P. H. NEWMAN 
desis : general review 
Rare types of bone in- .. Mr. H. J. SEDDON 
fection 
Rheumatoid arthritis .. Dr. E. G. BYWATERS 
17th Feb. .. Joint tuberculosis: .. Mr. H. J. SEDDON 


Country Pott’s paraplegia 
tion Bone and joint tuber- .. Dr. C. H. Lack 
culosis : Bacteriology 
Tissue pathology .. Dr. H. A. Sissons 
18th Feb. .. Osteomyelitisand septic .. Dr. H. A. Sissons 
Town arthritis pathology 
Section Osteomyelitis — treat- .. Mr. V. H. ELLis 
ment 
Septic arthritis—treat- .. Mr. V. H. ELLs 
ment 
Rare types of arthritis .. Mr. H. J. BuRROws?} 
i9th Feb. .. Joint tuberculosis : other.. Mr. D. TREVOR 


Country joints 


Section Practical laboratory tech-.. Dr. C. H. Lack 
niques of joint infections 
Ankylosing spondylitis .. Mr. K. I. Nissen 


20th Feb. .. Joint tuberculosis: .. Dr. F. H. STEVENSON 
Country chemotherapy 
Section Joint tuberculosis : vis- .. Dr. F. H. STEVENSON 
cerial complications 
Joint tuberculosis : spine... Mr. J. A. CHOLMELEY 
2ist Feb. .. Joint tuberculosis : hip .. Mr. J. I. P. JAMES 
Country 
Section 
The fee for the course (including lunch and tea) is 7 guineas. 
Early application should be made to the Dean, 234, Great 
Portland-street, London, W.1. 


LONDON SCHOOL OF HYGIENE AND TROPICAL 
MEDICINE 


POSTGRADUATE ACADEMIC DIPLOMA IN BACTERIOLOGY 

The Course for the Postgraduate Diploma in Bacteriology 
for the Session 1953-54 will commence in OCTOBER, 1953. This 
is a full-time day-course extending over 1 academic year. 

The Course may be taken by : 

(a) Graduates in Medicine or Veterinary Science desiring to 
study Bacteriology as applied to Medicine and Hygiene. 

(6) Graduates in Science with a First or Second Class Honours 
degree in Chemistry, or its equivalent. For such students, the 
course covers the fields of General Bacteriology, Chemical 
Microbiology and Industrial Microbiology. 

Applications for admission to the Diploma course must be 
received not later than 3Ist March, 1953. 

Further information and application forms can be obtained 
from the Registrar, rare. 8 hool of Hygiene and Tropical 
Medicine, Keppel-street, W. 
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CLINICAL POSTGRADUATE REFRESHER COURSE 
IN GENERAL AND ORTHOPAEDIC SURGERY : FULHAM HOSPITAL 
A Clinical Postgraduate Refresher Course in General and 

Orthopedic Surgery, consisting of 8 sessions (10 A.M.—12.30 

P.M.) will be held at Fulham Hospital, St. Dunstan’s-road, W.6, 

on consecutive SATURDAY mornings from 218T MARCH, 1953, 

to 9TH MAY, 1953, inclusive. 

Fee : 8 guineas (payable in advance). 

A maximum of 10 postgraduate students will be accepted. 

re particulars can be obtained from the Secretary “of 
the F.R.C.S. Course, Medical Office, Fulham Hospital, St. 

s-road, W.6. 

ROYAL COLLEGE OF SURGEONS OF ENGLAND. 

The Council invites applications for the newly created post of 

PROFESSOR OF PHARMACOLOGY in the Royal College 

of Surgeons of England. They will not be limited in their choice 

to those who make formal application and reserve the right to 

fill the post by invitation. Candidates for the post must have a 

medical qualification. The Professor will be expected to take 

part in the teaching activities organised in the College by the 

Institute of Basic Medical Sciences (University of London). 

The salary will be from £2000 to £2500 p.a. according to age and 

academic status with arrangements for membership of the 

Federated Superannuation System for Universities. 

Particulars and terms of appointment may be obtained from 
the Deputy Secretary. Applications, with the names of 2 
referees, must reach the College not later than Monday, 16th 
March, 1953 Vv. - Davis, Deputy Secretary. 

Linealn's Inn-fields, London. W.C. 


INSTITUTE OF UROLOGY. In ~ association with 

Peter’s, St. Paul’s, and St. Philip’s Hospitals. Whole-time 
RES EARC 'H ASSIST ANT. Applications from registered medical 
practitioners, holding higher surgical qualifications for research 
into genito-urinary tuberculosis. The work will be under- 
taken at Hillingdon Hospital, and the hospitals mentioned 
rte Appointment in the first instance for 1 year. Salary 
£775 p.a. 

Applications to the Secretary, Institute of Urology, 10, 
Henrietta-street, Covent Garden, London, W.C.2.  Applica- 
tions to be rec -eived by 17th February. 


WESTMINSTER MEDICAL SCHOOL. (University © of 
LONDON.) Applications are invited for the post of Locum Tenens 
LECTU RER IN PATHOLOGY in the Westminster Hospital 
Teaching Group. The appointment is for 3 months, and appli- 
cants should have had previous experience in pathology. Salary 
according to experience but at the rate of not less than £1000 p.a. 

Applications, together with the names of 3 referees, should be 
addressed to the Secretary, Westminster Medical School, S.W.1, 
and should be received not later than 14th February, 1953. 4 


UNIVERSITY OF LONDON. The Senate invite applica- 
tions for the READERSHIP IN BIOCHEMISTRY tenable 
at University College (salary within the range of £1200—£1800 
a year). 

Applications (10 copies), must be received not later than 
4th March, 1953, by the Academic Registrar, University of 
London, Senate House, W.C.1, from whom further particulars 
may be obtained. 


UNIVERSITY OF BRISTOL. Senior Technician or 
TECHNICIAN required for Histology Laboratory. Must have 
experience in main branches of histological technique and also 
in photomicrography. Salary £347 15s.-£468 p.a., according to 
qualifications and experience. 

Apply to Professor of Anatomy, University of Bristol. 


THE UNIVERSITY OF MANCHESTER. Applications 
are invited for the post of ASSISTANT LECTURER or 
DEMONSTRATOR IN re HEMICAL PATHOLOGY. Candidates 
should hold a good Honours degree in Chemistry or Bioc bemnletry . 
Salary not less than £450 p.a. with membership of F.S.8.U. 
and Children’s Allowance Scheme. 

Applications should be sent, not later than 28th February, 
1953, to the Registrar, The University, Manchester, 13, from 
= cares particulars and forms of application may be 
obtained. 


UNIVERSITY OF MALAYA, Singapore. The World 
HEALTH ORGANIZATION requires a LECTURER IN INDUS- 
TRIAL HYGIENE to be employed at the University of Maiaya, 
Singapore. Salary U.S. $600 a month, free of income- tax, 
plus subsistence and free quarters, for 1-2 year contract. Free 
return passage. 

Write, giving age, full particulars of experience, and quali- 
fications, and the names of 2 referees, to the Secretary, Ministry 
of Health, Division 5a, Savile-row, London, W.1. 


Hospital Services : Senior Appointments 


NORTH EAST METROPOLITAN REGIONAL HOS- 
PITAL BOARD. Applications are invited for appointment as :— 

(1) Part-time CONSULTANT ORTHOPAEDIC SURGEON, 
Mildmay Mission Hospital, E.2. (1 session a week.) Candidates 
should be in full sympathy with the evangelistic aims of the 
Hospital. 

(2) Part-time CONSULTANT ORTHOPADIC SURGEON, 
Queen Elizabeth Hospital for Children, E.2. (1 session a week.) 
(3) Part-time CONSULTANT PSYCHIATRIST, West Essex 
Child Guidance Clinic, Walthamstow, E.17. (3 sessions a week.) 

(4) Part-time CONSULTANT PSYCHI ATRIST, St. John’s 
Hospital, Chelmsford, Essex. (2 sessions a week.) 

separate applications (6 copies), indicating post concerned 
and detailing private address, date of birth, qualifications, and 
experience, present appointment(s) (including number of 
sessions), and grade, and names of 3 referees, should reach the 
secretary, 111A, Portland-place, London, W.1, by Saturday, 
2ist February, 1953. 
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ST. THOMAS’S HOSPITAL AND LAMBETH HOS- 
PITAL. (SOUTH WEST METROPOLITAN REGIONAL HOSPITAL BOARD. ) 
Joint appointment of an OBSTETRICIAN AND GYN&- 
COLOGIST. 6 sessions per week ; 3 at each of the above 
hospitals. Consultant status and membership of the Hospitals’ 
Medical Committees. 

Applications (12 copies), including names and addresses of 3 
referees, to the Clerk of the Governors, St. Thomas’s Hospital, 
London, S.F.1, by 21st February, 1953. 

ST. THOMAS’S HOSPITAL, London, S.E.1. Radiologist. 
Consultant status with membership of the Medical Committee. 
6 sessions per week. 

Applications (12 copies), including names and addresses of 3 
referees, to the Clerk of the Governors by 21st February, 1953. 
BIRMINGHAM REGIONAL HOSPITAL BOARD. Appli- 
cations invited for appointment of Whole-time ASSISTANT 
PATHOLOGIST (£1300-£1750 p.a.), South Warwickshire 
Group. Duties mainly at laboratories centred in Warwick and 
Leamington under general direction of Group Pathologist. 
Possession of higher qualification an advantage. 

Applications (15 copies), stating name, age, nationality, 

qualifications, present and previous appointments, and details 
of 3 referees, to Secretary, 10, Augustus-road, Birmingham, 15, 
before 23rd February. 
EAST ANGLIAN REGIONAL HOSPITAL BOARD. 
CONSULTANT SURGEON (maximum part-time) Ipswich 
Group of Hospitals. Main hospitals: East Suffolk and 
Ipswich Hospital (360 Beds) ; Ipswich Borough General Hos- 
pital (300 Beds). Main hospitals only are stated but duties 
may include work at other hospitals. 

Applications (8 copies), stating age, qualifications, and details 
of present and previous appointments, together with the names; 
of 3 referees, to Secretary of Board, 117, Chesterton-road, 
Cambridge, by 23rd February, 1953. Candidates invited to 
visit the hospitals by direct arrangement with the Hospital 
Management Committee Secretary, East Suffolk and Ipswich 
EAST LIAN REGIONAL HOSPITAL BOARD. 
CONSULTANT RADIOLOGIST (for equivalent of 6 notional 
half-days weekly) in the West Suffolk Area. Main hespitals at 
Bury St. Edmunds (460 Beds) and Sudbury (215 Beds). 

Applications (8 copies), stating age, qualifications, and 
details of present and previous appointments, together with the 
names of 3 referees, to Secretary of Board, 117, Chesterton- 
road, Cambridge, by 23rd February, 1953. Candidates invited 
to visit the hospitals by direct arrangement with the Hospital 
Management Committee Secretary, West Suffolk General 
Hospital, Bury St. Edmunds. in 
EAST ANGLIAN REGIONAL HOSPITAL BOARD AND 
BOARD OF GOVERNORS, UNITED CAMBRIDGE HOSPITALS. CON- 
SULTANT PSYCHIATRIST (whole-time). The appointment 
carries the Medical Superintendentship of Fulbourn Mental 
Hospital (900 Beds and 4 miles from Cambridge) and includes 
sessional work in the Psychiatric Department of United 
Cambridge Hospitals at Addenbrookes Hospital. 

Applications (12 copies), stating age, qualifications, and 
details of present and previous appointments, together with the 
names of 3 referees to Secretary of Board, 117, Chesterton- 
road, Cambridge, by 23rd February, 1953. Candidates invited 
to visit the hospitals by direct arrangement with the Medical 
Superintendent of Fulbourn Hospital, Cambridge. - 
LEEDS REGIONAL HOSPITAL BOARD invites applica- 
tions for the post of Whole-time ASSISTANT OPHTHALMO- 
LOGIST (Senior Hospital Medical Officer scale). The work will 
be mainly the examination of children in the Bradford and 
Halifax areas, with 2 weekly sessions at the Royal Halifax 
Infirmary. The person appointed to reside near Halifax. 

Applications (10 copies), stating age, qualifications, and 
details of present and previous appointments with dates, 
together with the names of 3 referees, should be forwarded to 
the Secretary, Park-parade, Harrogate, not later than 26th 
February. 1953. 

LEEDS REGIONAL HOSPITAL BOARD invites applica- 
tions for the post of CONSULTANT in Obstetrics and Gynreco- 

logy (maximum part-time sessions) for duties mainly at hospitals 
gf the Hull A Group with additional duties in the East Riding 
Group. There are 2 other Consultants employed between the 2 
groups and the aggregate beds are approximately 150 obstetric 
and 100 gyneecological beds. 

Applications (10 copies), stating age, qualifications, and 
details of present and previous appointments with dates, 
together, with the names of 3 referees, should be forwarded to 
the Secretary, Park-parade, Harrogate, not later than 26th 
February, 1953. = 
LEEDS REGIONAL HOSPITAL BOARD invites. ‘app! i 
cations for the post of MEDICAL DIRECTOR of the Mass 
Radiography Unit (Senior Hospital Medical Officer grade) 
operating mainly in the Leeds Area. Adequate experience in 
pulmonary tuberculosis and chest radiography is essential, and 
the successful candidate will be required to work under the 
direct supervision of the Senior Chest Physician at the Leeds 
Centre, and to give a proportion of his time to sanatorium and 
chest clinic duties in the Leeds Area. 

Applications (10 copies), stating age, qualifications, and 
details of present and previous appointments with dates, 
together with the names of 3 referees, should be forwarded to 
the Secretary, Park-parade, Harrogate, not later than 26th 
February, 195: 
LEEDS REGIONAL HOSPITAL BOARD invites applica- 
tions for the appointment of a Part-time CONSULTANT in 
Radiology (7 sessions per week) for duties at hospitals in the 
Harrogate and Ripon Hospital Management Committee Group. 

Applications (10 copies), stating age, qualifications, and 
details of present and previous appointments with dates, 
together with the names of 3 referees, should be forwarded to 
the Secretary, Park-parade, Harrogate, not later than 28th 


February, 1953. 


LEEDS REGIONAL HOSPITAL BOARD invites appli- 
cations for the whole-time appointment of ASSISTANT 
PSYCHIATRIST (Senior Hospital Medical Officer scale) for 
duties at the Stanley Royd Hospital, Wakefield (2000 Beds), 
and associated clinics. Accommodation is available for a single 
person. 

Applications (10 copies), stating age, qualifications, and 
details of present and previous appointments with dates, 
together with the names of 3 referees, should be forwarded to 
the Secretary, Park-parade, Harrogate, not later than 26th 
February, 1953. 

LEEDS REGIONAL HOSPITAL BOARD invites applica- 
tions for the following appointments :— 

(a) Whole-time ASSISTANT ANAESTHETIST (Senior Hos- 
pital Medical Officer scale), Dewsbury, Batley and Mirfield 
Group. The person appointed to reside in, or near, Dewsbury. 

(b) Whole-time ASSISTANT ANAESTHETIST (Senior Hos- 
pital Medical Officer scale), Bradford A and B Groups. The 
person appointed to reside in, or near, Bradford. 

(c) Whole-time ASSISTANT ANAESTHETIST (Senior Hos- 
pital Medical Officer scale), Wakefield A and B Groups. The 
person appointed to reside within a 5-mile radius of Wakefield. 

Applications (10 copies), stating age, qualifications, and 
details of present and previous appointments with dates, 
together with the names of 3 referees, should be forwarded to 
the Secretary, Park-parade, Harrogate, not later than 26th 
February, 1953. 

LEEDS REGIONAL HOSPITAL BOARD. Applications 
are invited from candidates with extensive experience of 
ene? tuberculosis and chest diseases for the post of 

SENIOR CONSULTANT CHEST PHYSICIAN at the Leeds 
Chest Cc tino. The successful applicant will have complete clinical 
charge of the tuberculosis service in the Leeds Area, and will in 
addition have available a Chest Clinic for non-tuberculous cases 
at the Leeds Public Dispensary, and diagnostic and observation 
beds at St. James’s Hospital, Leeds. The Board of Governors 
of the United Leeds Hospitals is prepared to agree to a suitable 
candidate being associated with the Thoracic Surgical Unit at 
the Leeds General Infirmary, at which a number of beds would 
be provided for his use. Subject to approval by the University 
of Leeds, the successful candidate may be appointed part-time 
Lecturer in Tuberculosis. He will be responsible through the 
Medical Officers of Health in the Leeds administrative area for 
functions relating to the prevention, care, and aftercare of 
tuberculosis, and will be required to reside in Leeds. The 
appointment will be whole-time in the first instance but at the 
expiration of a period of not less than 3 years consideration will 
be given to the appointment being made part-time (maximum) 
sessions. 

Applications (10 copies), stating age, qualifications, and 
details of present and previous appointments with dates, 
together with the names of 3 referees, should be forwarded te 
the Secretary, Park-parade, Harrogate, not later than 26th 
February, 1953. 

MANCHESTER REGIONAL HOSPITAL BOARD invite 
co ations for the whole-time non-resident post of ASSISTANT 

VENEREOLOGIST in the Bolton, Bury and Wigan hospital 
areas. Wide experience in prevention, diagnosis and treatment 
of venereal diseases essential. Successful applicant will work 
under the general guidance of a Consultant and will be required 
to live in or near Bolton. Salary £1300-£50—-£1750. 

Application forms can be obtained from the Senior Administra- 
tive Medical Officer to the Board at Cheetwood-road, Manchester, 
8, and should ae returned to be received not later than 23rd 
February, 1953 
MANCHES? ER REGRUNAL MUSFITAL BUANLY invite 
applications for the whole-time non-resident post of ASSISTANT 
RADIOLOGIST to the Bolton and District Hospital Centre 
(Bolton Royal Infirmary, Bolton District General Hospital, &c.). 

Applicants should possess the D.M.R.D. and have good experi- 
ence in diagnostic radiology. T he successful applicant will work 
under the general guidance of the Consultant Radiologist, for 
this Area and will be required to live in or near Bolton. Salary 
£1300 (at age 32)—£50—-£1750. 

Forms of application can be obtained from the Senior 

Administrative Medical Officer to the Board at Cheetwood-road, 
Manchester, 8, and should be returned to be received not later 
than 23rd February, 1953. 
OXFORD REGIONAL HOSPITAL BOARD. Applications 
are invited from registered medical practitioners for the post of 
ASSISTANT PSYCHIATRIST (in the grade of Senior Hospital 
Medical Officer) to the general and mental hospitals of the 
Aylesbury Area with duties mainly in St. John’s (Mental) 
Hospital, Stone. Candidates should hold the D.P.M. or its 
equivalent and a higher medical qualification is desirable. 
Successful candidate will have the option of whole-time or 
maximum part-time appointment. Married accommodation is 
available. Candidates are invited to visit St. John’s Hospital 
by arrangement with the Physician-Superintendent, from 
whom further details may be obtained. 

Applications (8 copies), stating age, experience, and the names 
and addresses of 3 referees, should reach the Secretary of the 
Board, 43, Banbury-road, Oxford, by 28th February. 


OXFORD REGIONAL HOSPITAL BOARD. Applications 
are invited for the post of ASSISTANT PATHOLOGIST (in 
the grade of Senior Hospital Medical Officer) to the hospitals of 
the Royal Buckinghamshire and Associated Hospitals, based 
on the Laboratory, Stoke Mandeville. The appointment will be 
whole _— and the successful candidate will be required to live 
locally. Candidates are invited to visit _the Laboratory. by 
arrangement with the Pathologist, Stoke Mandeville Hospital. 

Candidates must have had full training in all branches of 
pra ay a special interest in bacteriology and hematology 
would be an advantage. 

Applications (8 copies), stating age, experience, and the 
names and addresses of 3 referees, should reach the Secretary of 
the Board, 43, Banbury-road, Oxford, by 28th February. 
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OXFORD REGIONAL HOSPITAL BOARD. Applications 
are invited from regivtered inedical practitioners for the post of 
ASSISTANT OPHTHALMIC SURGEON (in the grade of 
Senior Hospital Medical Officer) to the Reading Group of 
Hospitals. The appointment is part-time for 7 notional half-days 
at present. Candidates must hold the D.O.M.S. or D.O. Resi- 
dence in the Area is desirable. 

Applications (8 copies), stating age. experience, and the 
names and addresses of 3 referees, should reach the Secretary of 
the Board, 43, Banbury-road, Oxford, by 28th February, from 
whom full details mav be obtained. 

NORTH WEST METROPOLITAN REGIONAL HOS- 
PITAL BOARD, PHYSICIAN SUPERINTENDENT (Con- 


. sultant) required at Holywell Hospital. Watford, for 3 half- 


days a week. This is an Isolation Hospital of abont 100 Beds, 
serving a fairly wide area including Watford, Hemel Hempstead, 
and in part St. Albans, and from time to time draws cases from 
still further afield. Hospital may be visited by direct 

Jetailed applications, including date of birth, and names of 3 
referees, to Secretary, North West Metropolitan Regional 
Hospital Board, 114, Portland-place, W.1, by 7th March, 1953. 


SCOTLAND. EASTERN REGIONAL HOSPITAL 
BOARD. DUNDEE ROYAL MENTAL HOSPITAL AND MARYFIELD 
HOSPITAL, DUNDEE. Applications are invited for the post of 
ASSISTANT PSYCHIATRIST at the Dundee Royal Mental 
Hospital (70 Beds) and the Psychiatric Unit (22 Beds and 
Outpatient Department) of Maryfield (General and Teaching) 
Hospital (400 Beds). These active units are being developed 
and equipped to meet modern requirements. The person 
appointed will assist and act as Deputy to the Physician- 
Superintendent of the Dundee Royal Mental Tlospital who has 
charge of the Unit at Maryfield Hospital. He will also be 
required to interpret E.E.G. records at a new Department of 
Electroencephalography to be opened at Dundee Royal Mental 
Hlospital. Salary £1300-£50-£1750. Conditions of service in 
accordance with National agreement. 

Forms of application and further particulars from the Secretary 

to the Board, “ Braeknowe,” 430, Blackness-road, Dundee, 
with whom applications must be lodged not later than 28th 
February, 1953. 
SCOTLAND. SOUTH-EASTERN REGIONAL HOS- 
PITAL BOARD. Applications are invited for a post of Part-time 
ASSISTANT SURGEON (2. sessions) of Consultant grade at 
the Deaconess Hospital, Edinburgh. The appointment is subject 
to the terms and conditions of the National Health Service. 

Applications (8 copies), giving particulars of age, previous 
experience, and qualifications, together with the names of 3 
referees, should be submitted to the Secretary, South-Eastern 
Regional Hospital Board, Scotland, 11, Drumsheugh-gardens, 
Edinburgh, 3, within 30 days. 

SCOTLAND. WESTERN REGIONAL HOSPITAL 
BOARD. Applications are invited from suitably qualified medical 
practitioners for the following appointments :— 

Whole-time CONSULTANT RADIOLOGIST at the Royal 
Hospital for Sick Children, Glasgow, with additional duties 
as may be arranged at a hospital or hospitals administered by 
the Board of Management for Glasgow Western Hospitals. 

Whole-time ASSISTANT PSYCHIATRIST, based at Woodilee 
Mental Hospital, Lenzie. The duties of the person appointed 
will be adjusted to include sessions at the Lansdowne Clinic 
for Nervous Disorders. Salary on the scale £1300—€50—€1750. 

Whole-time ASSISTANT PSYCHIATRIST AND DEPUTY 
PHYSICIAN-SUPERINTENDENT at Dykebar Mental Hos- 
pital, Paisley. Salary on the scale £1300—£50—£1750. 

The above appointments will be subject to the National 
Health Service (Scotland) superannuation regulations. 

Applications (16 copies), stating date of birth, qualifications 
and experience, and present appointment, and giving the names 
of 3 referees, should be submitted not later than 30 days after 
the publication of this advertisement to the Secretary, Western 
Regional Hospital Board, 64, West Regent-street, Glasgow, 
C.3. 4 


SHEFFIELD REGIONAL HOSPITAL BOARD. Applica- 
tions are invited from registered medical practitioners preferably 
holding a higher qualification in psychiatry for the whole-time 
post of ASSISTANT PSYCHIATRIST at the Towers Hospital, 
Humberstone, Leicester. A 6-roomed flat is available. Salary 
scale £1300-—£50-£1750 p.a. 

Application forms and further details may be obtained from 

the Senior Administrative Medical Officer, Sheffield Regional 
Hospital Board, Fulwood House, Old Fulwood-road, Sheffield, 10. 
Completed forms should be returned to the Secretary not later 
than 7th March, 1953. 
SHEFFIELD. THE UNITED SHEFFIELD HOSPITALS. 
ROYAL INFIRMARY UNIT. Applications are invited for the whole- 
time post of SENIOR HOSPITAL MEDICAL OFFICER in 
Neuropathology at the above Hospital. A higher qualification 
and previous experience in this specialty essential. 

Applications (15 copies), stating age, qualifications, and 
experience, with the names of 3 referees, should be sent to the 
Chief Administrative Officer (from whom further particulars 
may be d), The United Sheffield West-street, 
Sheffield, 1, not later than 28th February, 1953 
ennerinic REGIONAL HOSPITAL BOARD. Applica- 
tions are invited from registered medical practitioners possessing 
a higher qualification in psychiatry for the whole-time post of 
CONSULTANT PSYCHIATRIST at Harmston Hall Hospital. 
This M.D. Institution has several ancillary premises and the 
successful candidate will be designated Medical Superintendent. 
He will also be the Medical Adviser in Mental Deficiency to the 
Local Health Authorities in Lincolnshire. A house is available. 

Application forms and further details may be obtained from 
the Senior Administrative Medical Officer, Sheftield Regional 
Hospital Board, Fulwood House, Old Fulwood-road, Shettield, 10. 
Completed forms to be returned to the Secretary not later than 
7th March, 1953. 
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SHEFFIELD REGIONAL HOSPITAL BOARD. Required 
immediately. Whole-time Locum ANASSTHETIST, for a 
minimum period of 3 months for the Doncaster Royal Infirmary. 
— 314 guineas or 45 guineas per week, according to 
status. 

Applications, with the names of 2 referees, should be sent to 
the Secretary, Sheffield Regional Hospital Board, Fulwood 
House, Old Fulwood-road, Sheffield, 10 
WELSH REGIONAL HOSPITAL BOARD. Applications 
are invited for the appointment of a CONSULTANT ANA#S- 
THETIST to serve the Mid Glamorgan Hospital Management 
Committee. The successful candidate will be based at Neath 
General Hospital and will also be expected to serve other hos- 
pitals within the Group. Candidates should be in possession of 
the D.A. and have had a wide experience in the specialty. The 
successful candidate will be asked to state whether he wishes to 
hold a whole-time or maximum part-time appointment. 

Applications (12 copies), stating date of birth, giving a 
summary of qualifications, experience, previous appointments 
with dates, and publications, together with the names of 3 
referees, should be addressed to the Senior Administrative 
Medical Officer, Welsh Regional Hospital Board, Cathays Park, 
Cardiff, within 21 days of appearance of this advertisement. 
WELSH REGIONAL HOSPITAL BOARD. Applications 
are invited for the appointment of a Whole-time CONSULTANT 
CHILD PSYCHIATRIST for the Swansea Area. The successful 
candidate will be required to organise and develop Child Guid- 
ance Clinic Services in Swansea and neighbouring districts. 
Candidates should have had appropriate training and a wide 
experience in Child Psychiatry. 

Applications (12 copies), stating date of birth, giving a 

summary of qualifications, experience, previous appointments 
with dates, and publications, together with the names of 3 
referees, should be addressed to the Senior Administrative 
Medical Officer, Welsh Regional Hospital Board, Cathays 
Park, Cardiff, within 21 days of appearance of this advertise- 
ment. 
AUSTRALIA. THE WOMEN’S HOSPITAL, Melbourne, 
AUSTRALIA. Applications are invited from) registered medical 
practitioners for the position of DIRECTOR OF ANASSTHESIA 
to The Women’s Hospital, Melbourne, which is an Obstetrical 
and Gynecological Hospital. Qualifications : Diploma of 
Anresthesia or its recognised equivalent. Emoluments : Salary 
£A2000 p.a., subject to future cost-of-living adjustments. 5 
annual increments of £100 p.a. Right of limited private practice. 
Duties : To take charge of an established Atesthetic Unit, 
which functions in the operating-theatres and labour ward. 
Teaching of students of the Medical School of the University 
of Melbourne. Facilities are available for investigation of 
anesthetic and analgesic methods in obstetrics. Tenure of 
appointment : by mutual arrangement. Voluntary super- 
anntation available for permanent Cost of 
transport by negotiation with Hospital. Further particulars 
are available in England from Dr. Kevin McCaul, D.A. (former 
Director), 81, Bromley-road, Kent. 

Applicants should state ea ae sex. qualifications, 
with dates, experience, war service (if any A: marital state, and 
should be accompanied by a medical certificate of fitness and 
by not more than 3 testimonials. Applications addressed to the 
undersigned at The Women’s Hospital, Melbourne, N.3, close 
on 28th February. = 


J. CUNNINGHAM, Manager/Secretary. 
NEW ZEALAND. WAIKATO HOSPITAL BOARD. 
SUPERINTENDENT-IN-CHIEF AND MEDICAL SUPER- 
INTENDENT of the Waikato Hospital, Hamilton, New 
Zealand. Applications are invited from qualified medical 
practitioners of the British Empire for the above-mentioned 
dual position. Special importance will be attached to previous 
hospital administrative experience, and appointee will be given 
charge of a limited number of beds, if so desired. Salary in 
accordance with the Hospital Employment Regulations, 1952, 
with a salary scale of £1940—£2190 (N.Z.) determinable according 
to qualifications and experience. 2-storied modern residence 
provided at nominal annual rental of £110. 

Conditions of appointment, accompanying explanatory 
and form of application obtainable from the 
High Commissioner for New Zealand, 415, Strand, London, 
W.C.2. The name of this paper should be mentioned, and the 
following reference quoted, viz. : A.3/6/8. Applications close in 
New Zealand on 9th March, 1953, and must reach the High 
Office, London, not later than 25th February. 
1953 


“Hospital Services : Junior Appointments 


ALBERT DOCK ORTHOPADIC AND TRAUMATIC 
HOSPITAL, Alnwick-road, E.16. There will be a vacancy for a 
RESIDENT SENIOR CASUALTY AND RECEIVING-ROOM 
OFFICER on Ist March, salary £670. 

Applications, stating age, qualifications and experience, with 
names of 3 recent referees, should be sent to the undersigned 
not later than Saturday, 21st amines 4 


. A. LYON, Secretary. 
Dreadnought Hospital, Greenwich, 8.E.10. 
ANNIE McCALL MATERNITY HOSPITAL, Jeffreys- 
road, S.W.4. Applications are invited from Female registered 
medical practitioners for the resident post of OBSTETRIC 
HOUSE SURGEON at the above Hospital. This post is vacant 
on Ist April, 1953, and is recognised for the D.Obst.R.C.O.G. 
Applications, stating age, qualifications with dates, and 
nationality, accompanied by copies of 3 recent testimonials, 
should be sent to the Secretary, Lambeth Group Hospital 
Management Committee, Renfrew-road, S.E.11 
BATTERSEA GENERAL HOSPITAL, Battersea Park, 
S.W.11. RESIDENT SURGICAL OFFICER (Junior Hospital 
Medical Officer grade) required from 9th February, 1953. 
Apply, enclosing copies of 2 recent testimonials, to Hospital 
Secretary. 
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BATTERSEA GENERAL HOSPITAL, Battersea Park, 
S.W.11. CASUALTY OFFIC ER/HOUSE SURGEON (resi- 
dent), House Officer grade. 

Apply, enclosing copies of 2 recent testimonials, to Hospital 
secretary. 

BOLINGBROKE HOSPITAL, Wandsworth Common, 
3.W.11. HOUSE SURGEONS (2), resident, from 11th February, 
app'y immediatelv and Ist March (closing date 17th February). 

Registered practitioners and pre-registration interns invited 
te apply to Hospital Secretary, enclosing copies of their recent 
testimonials. 

CAMBERWELL HOSPITALS MANAGEMENT COM- 
MiTTE 

(i) ‘Butwich East Dulwich-grove, London, 

(ii) St. Gites" Camberwell, London, S.E.5 
Applications invited for appointments as HOUSE OFFICER 
(duties : obstetrics and gynecology). Salary £350, £400, or 
£450 a year according to posts held, with deduction at the rate 
of £100 a year in respect of residence. Recognised pre-registration 
posts. Vacant from (i) Ist March, (ii) 22nd Fet. ruary. 

Applications. stating age, qualifications, previous posts (if any) 

enclosing copy testimonials or names of referees, to the G iroup 
Secretary, Camberwell Hospitals Manage ment Committee, 
Dulwich Hospital, East Dulwich-grove, S.E.22. 
CENTRAL MIDDLESEX HOSPITAL, Park Royal, 
N.W.10. Locum REGISTRAR ANAESTHETIST required 
for holiday period, June, July, August, September. Whole- 
time duties. 

Applications, with copies of 2 testimonials, or names of 
referees, to Medical Director immediately. 

COLINDALE HOSPITAL, Colindale-avenue, London, 
N.W.9. RESIDENT HOUSE SURGEON required at the above 
Hospital to assist in thoracic, orthopedic, and genito-urinary 
surgery. Salary £400—-£450 p.a. according to experience. Deduc- 
tion of £100 p.a. for board, lodging, &c. 6 months appointment. 

Apply immediately, stating age, qualifications, experience, 

and enclosing copies of up to 3 recent testimonials, to the 
Physician-Superintendent. 
DULWICH HOSPITAL, East Dulwich-grove, London, 
S.E.22. CAMBERWELL HOSPITALS MANAGEMENT COMMITTER. 
Applications invited for appointment as HOUSE OFFICER 
(surgical duties). Vacant from mid-February. Recognised 
pre-registration post. 

Applications, stating age, details of qualifications, and previous 
posts (if any), enclosing copy testimonials or names of referees, 
to the Group Secretary, Camberwell Hospitals Management 
Committee, Dulwich Hospital, East Dulwich-grove, S.E.22. 
ELIZABETH GARRETT ANDERSON’ HOSPITAL, 
Euston-road, N.W.1. (ROYAL FREE HOSPITAL GROUP.) Appli- 
cations are invited from pre-registration and registered Women 
medical practitioners for the post of FIRST HOUSE SURGEON, 
with charge of general surgical beds. Post recognised for 
F.R.C.S. examination. Appointment for 6 months from Ist 
April, 1953. Salary according to Ministry of Health scale for 
House Officers. 

Applications, with copies of 3 recent testimonials, should be 

— to the Secretary, Elizabeth Garrett Anderson Hospital, 
by 12th February, 1953. 
ELIZABETH GARRETT ANDERSON HOSPITAL, 
Euston-road, N.W.1. (ROYAL FREE HOSPITAL GROUP.) Appli- 
cations are invited from pre-registration and registered Women 
medical practitioners for the post of SECOND HOUSE 
SURGEON/CASUALTY OFFICER. with duties in Gynreco- 
logical and Special Departments. Appointment for 6 months 
from Ist April, 1953. Salary according to Ministry of Health 
scale for House Oificers. 

Applications, with copies of 3 recent testimonials, should be 
sent to the Secretary, Elizabeth Garrett Anderson Hospital, by 
12th February, 1953. 

EVELINA CHILDREN’S HOSPITAL OF GUY'S HOS- 
PITAL, Southwark Bridge-road, London, S8.F.1. Applications 
are invited for the post of NON-RESIDENT SENIOR HOUSE 
OFFICER in the Casualty Department, for 5 morning sessions 
weekly. The appointment is for 6 months from Ist March, 1953. 

Applications. and copies of 3 recent testimonials, should 

reach the Hospital Secretary by Thursday, 12th February, 1953. 


EVELINA CHILDREN’S HOSPITAL OF GUY'S HOS- 
PITAL, Southwark Bridge-road, London, 3S.E.1 Required, 
HOUSE SURGEON (second or third post). Appointment is 
from Ist March, 1953, for 6 months (first 2 months in the 
Casualty Department) and is recognised for the D.C.H. Salary 
£400 or £450 p.a., less £100 p.a. for residential emoluments. 
Applications, stating age, nationality, qualifications with 
dates, and copies of 3 recent testimonials, should reach the 
Hospital Secretary by 12th February. 1953. 
FRIERN HOSPITAL MANAGEMENT COMMITTEE, 
New Southgate, London, N.11. Applications are invited from 
registered medical practitioners for the post of JUNIOR 
HOSPITAL MEDICAL OFFICER (resident or non-resident). 
Salary in accordance with the terms and conditions of service 
for hospital medical and dental staffs. Friern Hospital has 
2470 Beds occupied by patients suffering from nervous and 
mental disorders and is readily accessible to central London. 
All modern forms of treatment are carried out and there are 
active Occupational and other Therapeutic Departments. 
Applications, giving details of age, qualifications and experi- 
ence, together with the names of 2 referees, should be sent to 
the Physician-Superintendent within 10 days of the appearance 
of this advertisement. Applicants may visit the Hospital by 
appointment. 
FULHAM HOSPITAL, St. Dunstans-road, Hammer- 
smith, W.6. FULHAM AND KENSINGTON HOSPITAL MANAGE- 
MENT COMMITTEE. HOUSE SURGEON required. — 
vacancy, resident. Appointment recognised for F.R.C.S 
Applications te Hospital Secretary (L.93) immediately. 
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EAST END MATERNITY HOSPITAL, 384398, Com- 
mercial-road, London, F.1. (60 Beds.) Post recognised for 
M.R.C.0.G. RESIDENT OBSTETRICAL OFFICER required. 
6 months House Officer (third) and, subject to sati#factory ser- 
vice, 6 months Senior House Officer. Whitley Council salaries ; 
deduction for emoluments £100 and £156 respectively. Post 
vacant 23rd March, 1953. 

Applications to Secretary, Stepney Group Hospital Manage- 
ment Committec, Raine-street, E.1. 

GROUP PATHOLOGICAL LABORATORY AT ST. 
MARY ABBOTS HOSPITAL, Marloes-road, Kensington, W.8. 
FULHAM AND KENSINGTON HOSPITAL MANAGEMENT COMMITTEF. 
SENIOR HOUSE OFFICERS (pathology) required (2 
vacancies) for duty in first instance at the Group Laboratory. 
Posts are resident, and residence may be required at any of 
ny ua in the Group. Appointment for 6 months renewable 
to vear. 

Applications to be submitted by 13th February, 1953, on 
forms obtainable from the Group Secretary (L.91), Fulbam and 
Kensington Hospital Management Committee, 5, Collingham- 
gardens, London, S.W.5 (send stamped addressed . foolscap 
envelope). 

HARROW HOSPITAL (associated with Charing Cross 
HOSPITAL). Locum CASUALTY OFFICER required for period 
14th February-Ist March inclusive. Salary at Junior Hospital 
Medical Officer or House Officer rates, according to experience. 

Applications to FRANK Hart, Secretary to the Board. 

Charing Cross Hospital, W.C.2. 

HOSPITAL OF ST. JOHN AND ST. ELIZABETH, 
60, Grove End-road, N.W.8. Applications are invited from 
registered medical practitioners (Male) for the appointment of 
HOUSE SURGEON, to become vacant during the first week 
of March, 1953. Appointment will be for a period of 6 months. 
Salary is at the rate of £350 p.a 

Applications should reach the Secretary on or before Friday. 

27th February, 1953, together with copies of 3 recent testi- 
monials. 
KING EDWARD MEMORIAL HOSPITAL, Ealing, W.13. 
NORTH WEST METROPOLITAN REGIONAL HOSPITAL BOARD. 
ANAESTHETIC REGISTRAR required at above Hospital. 
Whole-time, resident. Vacant 16th February, 1953. Hospital 
may be visited by direct appointment. 

Application forms obtainable from, and returnable to, Group 
Secretary, West Middlesex Hospital; Isleworth, Middlesex, by 
17th February, 1953. 

LONDON CHEST HOSPITAL. Hospitals for Diseases of 
THE CHEST. Vacancies occur Ist April, 1953, for :— 

RESIDENT HOUSE PHYSICIAN. 

NON-RESIDENT HOUSE PHYSICIAN. 

Appointments for 6 months, 4 in London, 2 at the Country 
Branch, near Letchworth, and posts are graded as House 
Officer. Duties include work in the Outpatient Department and 
Refill Clinic as well as in wards. 

Applications, stating age, qualifications with dates, and 
previous appointments held, with copies of 3 testimonials, 
should reach the undersigned not later than 18th February, 1953. 

THOMAS Brown, House Governor. 

_London Chest Hospital, E.2 


LONDON CHEST HOSPITAL. Hospital for Diseases of 
THE CHEST. A vacancy occurs Ist April, 1953. for Part-time 
REGISTRAR (Registrar grade), E.N.T. Department, to attend 
up to 3 sessions a week. The appointment is for 1 year in the 
first instance. 

Applications, stating date of birth, qualifications with dates, 
and previous appointments held, with copies of 3 testimonials, 
should reach the undersigned by 21st February, 1953. 

THOMAS BROWN, House Governor. 
London Chest Hospital, E.2. 


LONDON HOSPITAL, Whitechapel, E.1. 
are invited for the following posts :— 

2 REGISTRARS to Accident and Orthopedic Department. 

SENIOR HOUSE OFFICER to Clinical Laboratories. 

SENIOR HOUSE OFFICER Venereal Diseases 

Department. 

SENIOR HOUSE OFFICER to Receiving-room. 

For the Registrar posts, a higher qualification, although 
desirable, is not essential, but experience in general surgery 
is necessary. 12 copies of application with the names and 
addresses of 3 referees are required. 

For the Senior House Officer posts, applicants must submit 
6 copies of application giving full particulars, with copies of 
3 recent testimonials. 

All applications should be addressed to the House Governor 
(from whom further particulars may be obtained) to arrive not 
later than 16th February, 1953 

H. BRIERLEY, House Governor. 


METROPOLITAN EAR, ‘NOSE AND THROAT HOS- 
PITAL, 14/16, Granville-place, W.1 (outpatients), and St. Mary 
Abbots Hospital, Marloes-road, Kensington, W.8 (inpatients). 
FULHAM AND KENSINGTON HOSPITAL MANAGEMENT COMMITTEE. 
HOUSE SURGEON required. E.N.T. experience desirable. 
Vacant immediately. Hospital recognised for D.L.O. Resident 
appointment for 6 months in fir t instance. 

Applications to be submitted by 16th February, 1953, on 

forms obtainable from Group Secretary (L. 92), Fulham and 
Kensington Hospital Management Committee, 5, Collingham- 
gardens, London, S.W.5 (enclose stamped addressed foolscap 
envelope). 
PADDINGTON GREEN CHILDREN’S HOSPITAL, W.2. 
(ST. MARY’S HOSPITAL.) Applications are invited for the post of 
CASUALTY OFFICER (second or third post). The appoint- 
—_ is non-resident, tenable for 6 months as from Ist April, 
195° 

, stating age, nationality, qualifications with 
dates, and experience, with copies of recent testimonials, should 


Applications 


reach the Secretary not later than 3rd March, 1953. 
41 
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MEMORIAL HOSPITAL, Woolwich, 8S.E.18. Senior 
HOUSE OFFICER (Casualty Department), vacant end of 
March. 6 months appointment and may be renewed for a further 
period. Sd@ary £670 p.a., less £150 p.a. for residence. 

Apply to Secretary. 
NATIONAL HUSPITALS FOR NERVOUS DISEASES. 
Appointment of MEDICAL REGISTRAR (non-resident) - 
Maida Vale Hospital for Nervous Diseases, London, W.¢$ 
Applications are invited for the above full-time appointme = 
falling vacant on Ist April, 1953. Grading as Senior Registrar. 
Preference will be given to a candidate holding a higher degree 
who intends to specialise in neurology. 

Applications, with copies of 3 recent testimonials, should be 


* sent to the Secretary at Maida Vale Hospital, not later than 


23rd February, 1953. 

NATIONAL HOSPITALS FOR NERVOUS DISEASES. 
Applications are invited from registered medical practitioners 
for the appointment of HOUSE SURGEON at The National 
Hospital, Queen-square, W.C.1, to commence ist April, 1953. 
This post carries the grade of Registrar. 

Applications, giving the names of 3 referees, to be sent to the 
undersigned not later than 21st February, 1953. 

H. Ewart Secretary. 

The National Hospical, Queen-square, W.C.1. 

NATIONAL HOSPITALS FOR NERVOUS DISEASES. 
Applications are invited from registered medical practitioners 
for the appointment of HOUSE PHYSICIAN at The National 
Hospital, Queen-square, W.C.1, to commence Ist April, 1953. 
This post carries the grade of Registrar. The appointment will 
be for 1 year and will be renewed in exceptional circumstances. 

Applications, with names of 3 referees, to be sent to the 
undersigned not later than 21st February, 1953. 

Ewart Mitc Secretary. 

The National Hospital, Queen-square, W.C. 

NATIONAL HOSPITALS FOR NERVOUS DISEASES. 
HOUSE OFFICER (resident) to the Neurosurgical Department 
at Maida Vale Hospital for Nervous Diseases, London, W.9. 
Appointment in the first instance for 6 months from 17th 
February, 1953. Grading as Senior House Officer or Registrar, 
according to experience. 

Applications, with copies of 3 recent testimonials, should be 

addressed to the Secretary at Maida Vale Hospital, as soon 
as possible. 
NEASDEN HOSPITAL, Brentfield-road, N.W.10. (infec- 
TIOUS DISEASES.) Locum Tenens REGISTRAR required from 
20th March, 1953, to approximately 23rd June, 1953. Resident 
post with deduction of £100 p.a. for residence. 

Applications to Physician-Superintendent. 

QUEEN MARY’S HOSPITAL FOR THE EAST END, 
Stratford, London, E.15. Applications are invited for the 
appointment of SE NIOR OBSTE TRIC HOUSE SURGEON 
(Senior House Officer grade) for 6 months commence “y;) as soon 
as possible. The post is recognised for the M.R.C.¢ 

Applications, stating age, and experience, together aah copies 
of testimonials, should be sent to the undersigned by 20th 
February, 1953. M. J. HUNTLEY, Group Secretary, 

fl West Ham Group Hospital Manageme nt Committee. 

Stratford, London, E.15. 

QUEEN ELIZABETH HOSPITAL FOR CHILDREN 
MANAGEMENT COMMITTEE, Hackney-road, London, E.2, Shadwell, 
E.1, and BANSTEAD WOOD, SURREY. HOUSE OFFICER. 
This appointment will be made for 2 consecutive periods of 
6 months commencing Ist April, 1953. First appointment as 
House Physician and second as House Surgeon and Casualty 
Officer. 

Application forms may be obtained from the Secretary at 
Hackney Road and should be returned with copies of not more 
than 3 testimonials, on or before 21st February, 1953. 
REGIONAL NEUROSURGICAL CENTRE. (50 Beds.) 
BROOK GENERAL HOSPITAL, Shooters Hill-road, S.E.18. SENIOR 
HOUSE OFFICER (neurosurgery—recognised for F.R.C.S.), 
vacant March. The post also provides excellent opportunity for 
training in neurology. Salary £670 p.a., less £150 p.a. for 
residence. 
aatt’ to Group Secretary, Memorial Hospital, Woolwich, 
ROYAL CANCER HOSPITAL, Fulham- road, London, 
8.W.3. Applications are invited from registered me dical practi- 
tioners for the post of HOUSE SURGEON (resident). Salary 
£400-—£450 p.a. according to experience. The post is tenable 
for 6 months and the successful candidate will be required to 
take up his appointment as soon as possible. 

Forms of application are obtainable from the House Governor, 

to whom applications (together with copies of 3 recent testi- 
monials) should be sent not later than 9th February. Short- 
listed candidates will be required to attend for interview on 
llth February. 
ROYAL NATIONAL THROAT, NOSE AND EAR HOS- 
PITAL, Gray’s Inn-road, W.C.1, and Golden-square, W.1. 
RESIDENT HOUSE SURGEON. There will be a vacancy 
(second or subsequent post) on Ist March, 1953. Appointment for 
6 months with salary as laid down for House Officer grade in 
the terms and conditions of service under the National Health 
Service. 

Applications, stating age, qualifications, full details of previous 
experience (particularly in this specialty), with copies of 1—3 


recent testimonials, should be sent to the House Governor 


immediately. 
ROYAL NATIONAL ORTHOPADIC HOSPITAL, 
BROCKLEY HILL, STANMORE, MIDDLESEX. Applications are invited 
for the posts of RESIDENT SENIOR HOUSE OFFICERS (2 
vacancies) for a period of 6 months ; 1 to commence duties on 
17th March, and 1 on 19th March. 

Applications to be received by 13th February. Forms of 
application can be obtained from the House Governor at 234, 
Great Portland-street, W.1. 
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ROYAL NATIONAL ORTHOPAEDIC HOSPITAL, 234, 
Great Portland-street, London, W.1. Applications are invited 
for the appointment of CLINICAL ASSISTANT (whole-time). 
The post is graded as Senior House Officer status and will 
include assisting in outpatient and inpatie nt work. The appoint- 
ment to commence Ist April. Post is tenable for 1 year. 

Applications to be received by 13th February. Forms of 

application can be obtained from the House Governor at 234, 
Great Portland-street, W.1. 
ROYAL NATIONAL ORTHOPADIC HOSPITAL, 234, 
Great Portland-street, London, W.1. Applications are invited 
for the appointment of RESIDENT SENIOR HOUSE OFFICER 
for a period of 6 months, duties to commence 12th March. 

Applications to be received not later than 13th February. 

Forms of application can be obtained from the House Governor 
at 234, Great Portland-street, W.1. 
ROYAL FREE HOSPITAL. Applications are invited for 
the post of REGISTRAR to the Anesthetic Department at the 
above Hospital. Applicants must be registered medical practi- 
tioners of not more than 10 years qualification and should hold 
the Diploma in Anesthetics or similar qualific ation. The appoint- 
ment is full time, resident, for 1 year in the first instance, duties 
to commence on Ist April. Salary and conditions of service in 
accordance with those laid down by the Ministry of Health. 

Application forms may be obtained from the Sec retary to the 

Board of Governors, The Royal Free Hospital, Gray’s Inn-road. 
London, W.C.1, to whom they should be returned not later than 
Ist March, 1953. 
ROYAL FREE HOSPITAL. Applications are invited for 
the post of SENIOR REGISTRAR to the Anesthetic Depart- 
ment at the above Hospital. Applicants must be registered 
medical practitioners of not more than 10 years qualification 
and should hold the Diploma in Aneesthetics or similar qualifica- 
tion. The appointment is full time, resident, for 1 year in the 
first instance, duties to commence on Ist April. Salary and 
conditions of service in accordance with those laid down by the 
Ministry of Health. 

Application forms may be obtained from the Secretary to the 

Board of Governors, The Royal Free Hospital, Gray’s Inn-road, 
London, W.C.1, to whom they should be returned not later than 
Ist March, 1953. 
ROYAL NORTHERN HOSPITAL, London, N.7. (285 
Beds.) NORTH WEST METROPOLITAN REGIONAL HOSPITAL BOARD. 
Whole-time E.N.T. REGISTRAR required at the above 
Hospital. Experience in Hearing Aid Clinics an advantage. 
Candidates may visit Hospital by direct appointment. 

Application forms obtainable from, and returnable to, 
secretary, Northern Group Hospital Manage ment Committee, 
— Northern Hospital, Holloway, N.7, by 18th February. 
195: 
nOVAL NORTHERN HOSPITAL, Holloway, London, N.7. 
Applications are invited for the post of SENIOR HOUSE 
OFFICER (orthopzedics), vacant 7th March, 1953. Occasional! 
casualty duties involved. 

Applications, stating age, nationality, qualifications, and 

experience, with copies of recent testimonials, to be sent to the 
Hospital Secretary by 13th February, 1953. 
ST. ANN’S GENERAL HOSPITAL. (756 Beds.) Applica- 
tions are invited from registered medical practitioners for the 
appointment of RESIDENT HOUSE PHYSICIAN (Senior 
House Officer) for duty in the Infectious Diseases Unit and other 
general duties, for a period of 6 months commencing 18th March, 
1953. 

Application form from Secretary, Tottenham Group Hospital 

Management Committee, The Green, Tottenham, N.15, to be 
returned by 17th February, 1953. 
ST. MARY’S HOSPITAL, W.2. Applications are invited 
for the post of CLINICAL ASSISTANT (part-time) to the E.N.T. 
Department, St. Mary’s Hospital. The appointment will be for 
a first period of 12 months, and the successful candidate will be 
required to commence duties as soon as possible. The appoint- 
ment is for 2 notional half-days per week (Monday and Thursday 
mornings), and the post is graded Registrar. 

Applications, stating nationality, date of birth, permanent 

address, qualifications with dates, and details of previous and 
present appointments, together with the names and addresses of 
3 referees, should reach ALAN PowprrcH, House Governor. 
within 10 days of the appearance of this advertisement. 
ST. MARY'S HOSPITAL, W.2. Applications are invited 
for the post of OUTPATIENT PART-TIME SURGICAL 
ASSISTANT, graded ‘‘ Senior House Officer,’ for 4 notional 
half-days per week—i.c., Monday P.M., Wednesday a.M., Thurs- 
day p.M., and Friday P.M. The appointment will be for a first 
period of 12 months, and the successful candidate will be 
required to commence ‘duties as soon as possible. 

Applications, stating nationality, date of birth, permanent 
address, qualifications with dates, and details of previous and 
present appointments, together with the names and addresses of 
3 referees, should reach ALAN PowpiTcH, House Governor, 
within 10 days of the appearance of this advertisement. 

ST. STEPHEN’S HOSPITAL, Fulham-road, Chelsea 
S.W.10. MEDICAL REGISTRAR (non-resident) for general 
medical, some tuberculosis duties. 

Application forms from Secretary, St. Luke’s Hospital, 
Sydney-street, Chelsea, S.W.3, returnable by 21st February, 
enclose stamped addressed envelope (foolscap ). 

ST. THOMAS'S HOSPITAL, London, S.E.1. Whole-time 
MEDICAL REGISTRARS (2 vacancies) commencing Ist April, 
1953, for a period of 1 year in the first instance. 

Applications, including names and addresses of 2 referees, 
to Clerk of the Governors by 20th February, 1953. 

ST. THOMAS'S HOSPITAL, London, S.E.1. Whole-time 
REGISTRAR to the Department of Angesthetics for a period 
of 1 year in first instance, from Ist April, 1953. 

Applications, including names and addresses of 2 referees, to 

Clerk of the Governors by 20th Febrnary, 1953. 
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THE HOSPITAL FOR SICK CHILDREN, Great Ormond-_ 


street, London, W.C.1. Applications are invited for the appoint- 
ment of a Dermatologist with experience in Radiotherapy as 
CLINICAL ASSISTANT in the grade of Part-time Medical 
Officer, attending 2 sessions per week. 

Further particulars and form of application, which must be 
returned not later than Monday, 16th February, 1953, may be 
obtained from the undersigned. 

H. F. RUTHERFORD, House Governor and Secretary. 


west LONDON HOSPITAL, Hammersmith-road, W.6. 
‘T CASUALTY OFFIC ER required Ist April. Salary 
£670 p.a 

Applications, stating age, qualifications, experience, copies of 
2 recent testimonials, to Secretary by 17th February. 
WHIPPS CROSS HOSPITAL, London, E.11. Leytonstone 
(NO. 10) HOSPITAL GROUP. Required at above Hospital, Tem- 
porary TUBERCULOSIS REGISTRAR. The permanent 
establishment of the T.B. Unit will be reviewed in June, 1953. 

Further particulars and application forms from the Medical 
Superintendent (LEYtonstone 5522). Application forms to be 
returned by 16th February, 1953. 
HOSPITAL, St. John’s-gardens, 8.W.1. 

ABD, plications invited for post of MEDICAL SENIOR REGIS- 

1 for 1 year in first instance starting Ist April. Candidates 

beng e Members of Royal College of Physicians. 

Applications (10 copies), with names of 2 referees, to House 
Governor by 21st February. 
WESTMINSTER HOSPITAL, St. John’s-gardens, S.W.1. 
Applications invited for post of ‘SU RGICAL REGISTRAR for 
1 year in first instance, starting 15th April. 

Applications (6 copies), with names of 2 referees, to House 
Governor by 21st February. 
WOOLWICH GROUP HOSPITAL MANAGEMENT COM- 
MITTEE. SENIOR HOUSE OFFICER (anesthetics), vacant 
March. The appointment is to the Woolwich Group of hospitals 
and is tenable for 1 year, resident for 6 months at St. Nicholas’ 
Hospital, Plumstead, and for 6 months at Memorial Hospital, 
Woolwich. These hospitals are recognised for the D.A. Salary 
£670 p.a., less £150 p.a. for board and lodging 

Applications, together with copies of. 2 recent 
to be sent to Secretary, Memorial Hospital, Woolwich, 8. 


AYLESBURY. TINDAL GENERAL aa (276 
Beds.) Me SURGEON (Male or Female), vacant Ist 
April, ‘oe yy post, but registered prac titioners invited 
to apply. he post offers wide experience of general surgery 
with operative practice. Recognised for F.R.C.S. Acute Surgical 
Unit of 95 Beds, no Casualty Department. 

Apply, with 2 testimonials, to the Administrative Officer. 


AYLESBURY. TINDAL GENERAL HOSPITAL. (276 
Beds.) HOUSE PHYSICIAN (Chest Unit). Second or third 
post. Male or Female. Vacant Ist March, 1953. Duties include 
care of about 20 chest cases (including T.B. chalets) which may 
increase in due course ; 4 Chest Clinics weekly and a Geriatric 
Unit. Further details on request. 

Apply with 2 testimonials to Administrative Officer as 

soon as possible. 
ABERDEEN GENEHAL HOSPITALS BOARD OF 
MANAGEMENT. Applications are invited for the appointment 
of a REGISTRAR in General Medicine at Aberdeen Loyal 
Infirmary and Woodend General Hospital. Conditions of 
service in accordance with the terms issued by the Department 
of Health for Scotland. 

Applications, with the names of 2 referees, should be lodged 

with the Secretary, Aberdeen General Hospitals, 62, Queen’s- 
road, Aberdeen, within 14 days of the appearance of this 
advertisement. 
ASHFORD HOSPITAL, Ashford, Middlesex. Staines 
GROUP HOSPITAL MANAGEMENT COMMITTEF. RESIDENT 
HOUSE SURGEON (Male) required at above Hospital for 
Traumatic and Orthopedic Unit. 6 months appointment, 
vacant on Ist March, 1953, Preference given to pre-registration 
candidates. National Health Service salary and conditions of 
service. 

Applications, stating age, qualifications, and experience, with 

copies of up to 3 recent testimonials, to Medical Director of 
Hospital by 14th February, 1953. 
ASHFORD HOSPITAL, Ashford, Middlesex. Staines 
GROUP HOSPITAL MANAGEMENT COMMITTEE. 2 RESIDENT 
HOUSE SURGEONS (Male) required at above Hospital for 
general surgical duties. 6 months appointments. Preference 
given to pre-registration candidates. Nutionai Health Service 
salary and conditions of service. 

Applications, stating age, qualifications, and experience, with 
copies of up to 3 recent testimonials, to Medical Director of 
Hospital as soon as possible. 

ASHFORD HOSPITAL, Ashtord, Kent. Applications 
are invited for the appointment of RESIDENT HOUSE 
SURGEON, which will become vacant on or about 16th 
February, 1953, at the above Hospital. Salary £350, £400, or 
£450 a year according to experience. A deducti n of £100 a 
— will be made in respect of residential emoluments. 
Applications, stating age, qualifications, and the names and 
addresses of 2 referees, to the Group Secretary, South East 
Kent Hospital Management Committee, ‘* Ash- -Eton,” {adnor 
Park West, Folkestone. 
ASHFORD HOSPITAL, Ashford, Kent. Applications are 
invited from medical practitioners for the post of RESIDENT 
HOUSE PHYSICIAN at the above Hospital. The appointment 
will become vacant immediately. Salary, £350, £400, or £450 
a year acc ording to experience. A de aiciiee of £100 a year 
will be made in respect of residential emoluments. 

Applications, stating age, qualifications, and the names and 
addresses of 2 referees, to the Group Secretary, South East Kent 
Hospital Management Committee, ‘* Ash-Eton,”” Radnor Park 

Vest, Folkestone. 


ASHFORD (near), KENT. WILLESBOROUGH HOS- 
PITAL. Applications are invited for the appointment of HOUSE 
SURGEON which is now vacant at the above Hospital. Good 
experience in general surgery with some casualty work. Salary 
£350, £400, or £450 a year, less £100 a year for residential 
emoluments. 

Applications, stating age, qualifications, and the names and 
addresses of 2 referees, should be forwarded to the Group 
Secretary, South East Kent Hospital Management Committee, 
Ash-Eton,”” Radnor Park West, Folkestone. 
ASHFORD (near), KENT. WILLESBOROUGH HOS- 
PITAL. Applications are invited for the post of RESIDENT 
HOUSE PHYSICIAN which will become vacant on or about 
3rd March, 1953, at the above Hospital. The person appointed 
will be required for duty in the Medical Wards and busy Out- 
patient Department under the supervision of Consultants visiting 
4 times weekly. Fully equipped Cardiographic Unit. Salary 
£350, £400, or £450 a year according to experience. A deduction 
of £100 a year will be made in respect of residential emoluments. 

Applications, stating age, qualifications, experience, and the 
names and addresses of 2 referees, should be forwarded to the 
Group Secretary, South East Kent Hospital Management 
Committee, ‘* Ash-Eton,” Radnor Park West, Folkestone. 
ASHTON, HYDE, AND GLOSSOP HOSPITAL MANAGE- 
MENT COMMITTEE. Applications are invited for the following 
appointments :— 

Ashton under Lyne General Hospital (800 Beds) 

HOUSE SU th (general surgery), vacant now. Recog- 
nised for F.R.C.S. En 

SU RGEON “(Senior House Officer grade), vacant 


"ASU AL: AL OFFICER (resident or non-resident). Recognised 
or F.R.C. ng. 
Regional Hospital Board 

REGISTRAR in Radiology (resident or non-resident) in the 
Ashton, Hyde, and Glossop group and Oldham and District 
Group of hospitals. Vacant now. 

Appointments subject to Ministry of Health terms and 
conditions of service. 

Applications, giving age, nationality, qualifications and 
experience, with copies of 3 testimonials, should be forwarded 
to R. W. McViry, Group Secretary. 

Astley-road. Stalybridge. Cheshire. 

ARGYLL AND BUTE MENTAL HOSPITAL, Loch- 
GILPHEAD, ARGYLL. JUNIOR HOSPITAL MEDICAL OFFICER 
required for above Hospital. Salary grade on national scale. 
The appointment is subject to the terms and conditions of 
service set out in circular R.H.B.(S) (49) 16. 

Applications, stating age, experience, and qualifications, to 

be sent, along with 3 recent testimonials, to the Medical 
Superintendent. 
BATH. ROYAL UNITED HOSPITAL. Applications are 
invited from registered medical practitioners for the post of 
RESIDENT CASUALTY OFFICER. The post is graded Senior 
House Officer, the salary being £670 p.a. 

Applic ations, stating age, qualifications and experience, with 
copies of 3 recent testimonials, should be forwarded to the 
undersigned as soon as possible. 

J. LAWRENCE MEARS, Secretary, 
Bath Hospital Management Committee. 

Manor Hospital, Bath. 

BATH. ROYAL UNITED HOSPITAL. Applications are 
invited from registered medical practitioners for the post of 
HOUSE PHYSICIAN (pediatrics). The Hospital is recognised 
for the D.C.H. qualification. 

Applications, stating agg, qualifications and experience, with 
copies of 3 recent testimonials, should be forwarded to the 
undersigned as soon as possible. 

J. LAWRENCE MEARS, Secretary, 
Bath Hospital Management Comunittee. 

Manor Hospital, Bath. 
BRIGHTON AND LEWES HOSPITAL MANAGEMENT 
COMMITTEE. HOUSE SURGEON (recognised for F.R.C.S.) 
for the General Surgical Unit (60 Beds). The post will be vacant 
28th February, 1953. Salary in accordance with national scale. 

Applications, stating age, qualifications, experience, and 

naming 2 referees, to the Physician-Superintendent, Brighton 
General Hospital, Elm-grove, Brighton, 7. 
BRIGHTON AND LEWES HOSPITAL MANAGEMENT 
COMMITTEK. 2 HOUSE SURGEONS for duties in the E.N.T. 
Department of the Group hospitals (78 Beds), vacant now. 
Recognised for F.R.C.S. and D.L.O 

Applications, with details of experience, &c., and names and 
addresses of 2 referees, to the Administrative Officer, Royal 
Sussex County Hospital, Brighton, 7. as soon as possible. 
BRIGHTON, 7. ROYAL SUSSEX COUNTY HOSPITAL. 
CASUALTY HOUSE SURGEON required (1 of 2—attached 
to the Orthopadic and Tranmatie Unit), now vacant. 

Applications, giving details of qualifications, age, and experi- 
ence, together with the names and addresses of 2 referees, to 
be sent to the Adininistrative Officer as soon as possible. 


BRISTOL. COSSHAM FRENCHAY HOSPITAL 
MANAGEMENT COMMITTER. FRENCHAY HOSPITAL, (499 staffed 
beds.) RESIDENT SENIOR HOUSE OFFICER in the Depart- 
ment of Plastic and Jaw Surgery. 

Applications, with full particulars, to the Group Secretary, 
Frenchay Hospital. Bristol. 
BRISTOL. COSSHAM/FRENCHAY HOSPITAL 
MANAGEMENT COMMITTEE. FRENCHAY HOSPITAL, (499 stalled 
beds. expanding. ) Applications are invited for the post of 
SENIOR HOUSE OFFICER in the Regional Neurosurgery 
Department. This post offers useful surgical experience and the 
opportunity of gaining a working knowledge of neurological 
diagnosis. 

Applications to the Secretary, Frenchay Hospital, quoting 
“N.S.F.” 2 referees required. 
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BIRMINGHAM ACCIDENT HOSPITAL, Bath-row, 
BIRMINGHAM, 15. (215 Beds.) Applications are invited from 
registered medical practitioners (Male and Female) for the posts 
of HOUSE SURGEONS (3) vacant Ist March, 1953. The 
appointments will be for a period of 6 months, of which 2 may 
be spent in the Burns Unit (Medical Research Council). The 
Hospital is the largest Traumatic Unit in the country and 
treats 50,000 new patients each year. The posts offer ample 
opportunity for practical experience in the management of all 
types of injury and teac ching by the Consultant Staff: are 
recognised for the F.R.C. 

Applications, coscmeniit by copies of recent testimonials 

or names of 2 referces, to the Administrator. 
BIRMINGHAM, 18. DUDLEY ROAD HOSPITAL. Resi~ 
DENT HOUSE PHYSICIAN (recognised for pre-registration) 
required in a unit of general medicine which is under the control 
of 2 Consultant Physicians with approximately 80-100 adult 
general medical beds. Vacant Ist so 

Applications, enclosing copies of 3 recent testimonials, to the 
Secretary within 7 days from the BP inn of advertisement. 
BIRMINGHAM REGIONAL HOSPITAL BOARD. 
Applications invited for following whole-time appoint ments :— 

(a) Warneford Hospital, Leamington Spa (207 Beds) 

South Warwickshire Group of hospitals. REGISTRAR in 
General Surgery. Resident appointment. Experience in general 
surgery essential. Higher qualification an advantage. 

(b) Coventry and Warwickshire Hospital (316 Beds) 

Coventry Group of hospitals. REGISTRAR in Radiology. 
Hospital recognised for training of Radiographers. Experience 
in specialty essential. Higher qualification an advantage. 

(c) Birmingham Accident Hospital (215 Beds) 

Birmingham (Selly Oak) Group of hospitals. REGISTRARS 
in Accident Surgery (2). Hospital recognised for F.R.C.S 
Resident appointme nt. Deduction of £140 p.a. for emoluments. 
Large Traumatic Unit. 50,000 new patients annually. Oppor- 
tunity for practical experience in all types of injury. 

Application forms from Secretary, Birmingham Regional 
Hospital Board, 10, Augustus-road, Birmingham, 15, to be 
returned before 23rd February. 

BIRMINGHAM, 29. SELLY OAK EYE HOSPITAL. 
Applications are invited for the post of SENIOR HOUSE 
OFFICER (ophthalmic), resident. 

Applications, giving qualifications, experience, and age, with 
copies of 3 testimonials, to the Medical Superintendent, Selly 
Oak Hospital, Birmingham, 29. 

BIRMINGHAM, 29. SELLY OAK HOSPITAL. (1098 
Beds.) Applications are invited for the post of HOU SE SUR- 
GEON, available immediately. Recognised for F.R.C 

Applications, giving qualifications, experience, and age With 
copies of 3 testimonials, to the Medical Superintendent, 
BIRMINGHAM. SOLIHULL HOSPITAL, Lode-lane, 
SOLINULL. OBSTETRIC AND GYNASCOLOGICAL HOUSE 
SURGEON (Senior House Otlicer grade), post vacant end of 
February. Some experience in obstetrics or gynecology desirable 
but not essential. Post recognised for the Diploma examination. 

Applications, stating age, qualifications, experience and 

nationality, together with copies of testimonials or names of 
referees, to the Medical Superintendent. 
BIRMINGHAM. THE UNITED BIRMINGHAM HOS- 
PITALS. Applications are invited for the post of REGISTRAR 
in Radiodiagnosis (non-resident—Senior Registrar grade). 
Candidates must possess the D.M.R.D. The appointment will 
be for L year in the first instance and subject to annual review. 
The successful candidate may subsequently be required to spend 
not more than 2 years in a selected hospital of the Birmingham 
Regional Hospital Board, in accordance with an arrangement 
for the interchange of Registrars agreed between the 2 Boards. 
Salary will be in accordance with the terms and conditions of 
service of hospital medical and dental statfs. 

Application forms may be obtained from the Secretary, 

United Birmingham Hospitals, Queen Elizabeth Hospital, 
Birmingham, 15, and should be returned to him not later than 
2nd March, 1953. 
BIRMINGHAM. THE UNITED BIRMINGHAM HOS- 
PITALS. Applications are invited for the post of REGISTRAR 
in Clinical Pathology (non-resident—Senior Registrar grade). 
Candidates should have had special experience in hematology 
and bacteriology. The appointment will be for 1 year in the first 
instance and subject to annual review. The successful candidate 
may subsequently be required to spend not more than 2 years 
in a selected hospital of the Birmingham Regional Hospital 
Board in accordance with an arrangement for the interchange of 
Registrars agreed between the 2 Boards. Salary will be in 
accordance with the terms and conditions of service of hospital 
medical and dental staffs. 

Application forms may be obtained from the Secretary, 

United Birmingham Hospitals, Queen Elizabeth Hospital, 
Birmingham, 15, and should be returned to him not later than 
2nd March, 1953. 
BIRMINGHAM. THE UNITED BIRMINGHAM HOS- 
PITALS. QUEEN ELIZABETH HOSPITAL, Applications are 
invited for the post of RESIDENT OBSTETRIC AND 
GYNASCOLOGICAL REGISTRAR for duties partly at the 
Queen Elizabeth Hospital (Professorial Unit) and at the General 
Hospital, to commence as soon as possible. 

Forms of application, with details of appointment, may be 

obtained from, and should be returned not later than 2nd March, 
1953, to, the Secretary, United Birmingham Hospitals, Queen 
Elizabeth Hospital, Birmingham, 15. 
BIRMINGHAM. THE UNITED BIRMINGHAM HOS- 
PITALS. QUEEN ELIZABETH HOSPITAL. Applications are invited 
for the post of RESIDENT ANZASSTHETIST (Senior House 
Officer grade), vacant Ist April, 1953, and tenable for 1 year. 

Application forms may be obtained from the Secretary, 
United Birmingham Hospitals, Queen Elizabeth Hospital, 
Birmingham, 15, and should be returned to him not later than 
2nd March, 1953. 
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BIRMINGHAM. THE UNITED BIRMINGHAM HOS- 
PITALS. Applications are invited for the post of NON-RESIDENT 
SENIOR HOUSE OFFICER for duty in the Casualty Depart- 
ment at the General a Birmingham. The post now 
vacant is tenable for 1 year. Candidates must be registered 
- -dical practitioners, and have held a resident appointment in 

Teaching Hospital. 

Forms of application may be obtained from, and should be 
returned as soon as possible to, the Secretary, United Birmingham 
Hospitals, Queen Elizabeth Hospital, Birmingham, 15. 
BIRMINGHAM. THE UNITED BIHWINGHAM HOS- 
PITALS. GENERAL HOSPITAL. Applications are invited for the 
post of SURGICAL REGISTRAR (resident), Registrar grade, 
for duty in the Casualty Department at the above Hospital. 
The post is tenable for 1 year in the first instance. Candidates 
must be registered medical practitioners and have held a resident 
appointment in a Teaching Hospital. Preference will be given 
to those holding a higher ae ation. 

Forms of application may be obtained from, and should be 
returned not later than 2nd March, 1953, to, the Secretary, 


United Birmingham Hospitals, Queen Elizabeth Hospital, 


Birmingham, 15. 


BIRMINGHAM. THE UNITED BIRMINGHAM HOS- 
PITALS. Applications are invited for the post of RESIDENT 
REGISTRAR in Anesthetics (Registrar grade) for duties in 
the Teaching Group of hospitals. The appointment, tenable 
for 1 year in the first instance, is a recognised post for the 
purpose of taking the Diploma in Anesthetics. Prefere “ie will 
be given to candidates who have passed Part 1 of the D.: 

Application forms may be obtained from the Gicaene. 
United Birmingham Hospitals, Queen Elizabeth Hospital, 
Birmingham, 15, and should be returned to him not later than 
2ist February, 1953. 
BIRMINGHAM. THE UNITED BIRMINGHAM HOS- 
PITALS. Applications are invited for the post of NON-RESI- 
DENT REGISTRAR in Dermatology (Registrar grade) for 
duty in the Teaching Hospital. Tenable for 1 year in the first 
instance. Candidates must be registered medical practitioners 
and should have held a resident bospital appointment in medicine 
orsurgery. The possession of the M.R.C.P. will be an advantage. 

Forms of application may be obtained from the Secretary, 
United Birmingham Hospitals, Queen Elizabeth Hospital, 
Birmingham, 15, and seem be returned as soon as possible. 
BIRMINGHAM. THE UNITED BIRMINGHAM HOS- 
PITALS. MIDLAND NERVE HOSPITAL. There is a vacancy for a 
RESIDENT HOUSE OFFICER (medical) at the above Hos- 
pital, which is a constituent hospital of the Teaching Group. 
Duties will be both neurological (25 Beds) and psychiatric 
(15 Beds), with corresponding Outpatient Departments. The 
Hospital is recognised for training for the D.P.M. 

Application forms may be obtained from the Secretary, 
United Birmingham Hospitals, Queen Elizabeth Hospital, 
Birmingham, 15, and should be returned to him at once 


BIRMINGHAM. THE UNITED BIRMINGHAM HUS- 
PITALS. MIDLAND NERVE HOSPITAL. There is a vacancy for a 
RESIDENT SENIOR HOUSE OFFICER (medical) at the 
above Hospital, which is a constituent hospital of the Teaching 
Group. Duties will be both neurological (25 Beds) and 
psychiatric (15 Beds), with corresponding Outpatient Depart- 
ments. The Hospital is recognised for training for the D.P.M. 

Application forms may be obtained from the Secretary, 
United Birmingham Hospitals, Queen Elizabeth Hospital, 
Birmingham, 15, and should be returned to him at once. 
BRADFORD ROYAL INFIRMARY. House Officer 
(anaesthetics), vacant Ist April. Salary £350-£450 p.a., less 
£100 p.a. residential emoluments. 

Applications, stating age, nationality, qualifications and 
experience, with copy testimonials, to Secretary. 
BRADFORD. ST. LUKE’S HOSPITAL. 

SENIOR HOUSE OFFICER (pathology), vacant Ist May. 
Salary £670 p.a., less £130 p.a. residential emoluments. 

Locum OR THOP EDIC HOUSE SURGEON/CASUALTY 
OFFICER, vacant now to 31st July. Recognised for F.R.C.S. 

Locum HOUSE SURGEON (general and plastic), vacant 
Ist April—3ist July. 

Salary for above 2 posts £8 per week, less residential emoluments 
at the rate of £100 p.a. 

Applications for all above posts, stating age, nationality, 
qualifications and experience, with copy testimonials, to Secre- 
tary, Bradford Royal Infirmary. 
BRADFORD. ST. LUKE’S HOSPITAL. 
(anesthetics), vacant Ist) March. 
£100 p.a. residential emoluments. 

Applications, stating age, nationality, qualifications and 
experience, with copy testimonials to Secretary, Bradford 
Royal Infirmary. 


BRAINTREE, ESSEX. BLACK NOTLEY HOSPITAL. 
(550 Beds.) Applications invited for post of SENIOR HOUSE 
OFFICER (anesthetics). Post tenable for 1 year. The successful 
candidate may occasionally be called upon to give anasthetics 
in other hospitals in the Group. Salary in accordance with the 
terms of service issued by the Ministry of Health. 

Applications, with copies of 3 testimonials, should be for- 
warded to the Secretary, Colchester Group Hospital Manage- 
ment Committee, 14, Pope’s-lane, Colchester, Essex. _ 


BOSTON. WYBERTON WEST HOSPITAL. Sheffield 
REGIONAL HOSPITAL BOARD. Applications are invited from 
registered medical practitioners for the resident whole-time 
post of MEDICAL REGISTRAR to the above Hospital. The 
appointment is for 1 year in the first instance and may be 
renewed for a further year. 

Applications, giving age, nationality, qualifications, present 
and previous appointments with dates, together with names and 
addresses of 3 referees, should be sent to the Secretary, Sheffield 
Regional Hospital Board, Fulwood House, Old Fulwood-road, 
Sheffield, 10, to arrive not later than 16th February, 1953. 


House Officer 
Salary £350-4£450 p.a., less 
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BOLTON AND DISTRICT HOSPITAL MANAGEMENT-. 

COMMITTEE. REGISTRAR in General Medicine to the Bolton 

and District Group of hospitals, with main duties at the Bolton 

Royal Infirmary and Bolton District General Hospital. <A 

higher qualification is desirable. Ordinarily the post is resident. 
Bolton District General Hospital (521 Beds) 

RESIDENT PATHOLOGIST (Senior House Officer grade), 

vacant immediately, tenable for 12 months. 

Applications, stating age, nationality, qualifications, experi- 
ence, and the names of 2 referees, to be sent immediately to the 
undersigned at the Royal Infirmary, Bolton. 

H. P. TRAVIS, Group Secretary. 
BOVEY TRACEY (near) SOUTH DEVON. HAWKMOOR 
CHEST HOSPITAL. (210 Beds.) Required immediately, 2 SENIOR 
HOUSE OFFICERS, 1 for the medical wards and 1 for the 
Thoracic Surgical Unit. 

Applications, with full particulars, and copies of 3. testi- 
monials, to be sent to the Medical Superintendent. : 
BISHUP’S STORTFORD AND DISTHICT HOSPITAL, 
Rye-street, BISHOP’S STORTFORD, HERTS. (67 Beds—medical, 
surgical, and maternity. Midway between London and C'am- 
bridge. Main Line Railway from Liverpool] Street.) Applications 
are invited from registered medical practitioners for a 
RESIDENT HOUSE OFFICER (first or second post held). 
Salary £350-£400 p.a., less £100 p.a. for residential emoluments. 
Appointment to commence Ist March, 1953. 

Applications, stating age, nationality, qualifications and 

experience, with copies of recent testimonials or the names of 
referees, should be sent, to the Administrative Officer, Haymeads 
Hospital, Bishop’s Stortford, Herts. 
BISHOP’S STORTFORD, HERTS. HAYMEADS HOS- 
PITAL, (350 occupied beds. Midway between London and 
Cambridge. Main Line Railway from Liverpool Street.) A pplica- 
tions are invited from registered medica] practitioners for the 
appointment of a Whole-time Temporary REGISTRAR 
(anesthetics) at the above Hospital. Appointment to commence 
immediately, for approximately 6-month period. Salary at the 
rate of £775-£890 p.a., less £130 p.a. residential emoluments. 

Applications, giving fullest details, together with copies of 
recent testimonials or the names of referees, to the Hospital 
Secretary. 2 : 
BISHOP’S STORTFORD, HERTFORDSHIRE. HAY- 
MEADS HOSPITAL. (360 occupied beds. Midway between 
London and Cambridge. Main Line from Liverpool Street.) 
Applications are invited from registered medical practitioners 
for the following :— 

HOUSE OFFICER (Medical), Male or Female (first, second, 
or third post held), with primary attachment to the Pediatric 
Ward of 24 Beds, and other duties in connection with 8 skin 
beds and Casualty Department. Salary £350-£450 p.a. 

HOUSE OFFICER (Medical), Male or Female (first or 
second post held). Salary £350—-£400 p.a. 

Both appointments to commence Ist April, 1953, for period 
of 6 months and subject to residential emoluments of £100 p.a. 

Applications, stating nationality, age, qualifications and 
experience, with copies of recent testimonials or the names of 
referees, should be sent to the Hospital Secretary as soon as 
possible. 

BUHY AND RUSSENDALE HOSPITAL MANAGEMENT 
COMMITTEE. 
Bury General Hospital 

SENIOR HOUSE OFFICER (orthopedics). 

Applications are invited for the above post and should 
indicate age, nationality, qualifications, and experience, and 
should be sent to the undersigned as soon as possible. 

RESIDENT CLINICAL PATHOLOGIST (Senior House 
Officer grade) with duties mainly at Bury General Hospital. 
The post, tenable for 1 year, atfords opportunities for gaining 
experience in all branches of pathology. Salary and conditions 
of service as Ministry of Health scale. 

Applications, stating nationality, age, qualifications, and 
experience, along with names of 2 referees, should be forwarded 
immediately to the undersigned at Bury General Hospital, 
Walmersley-road, Bury, Lancs. ; 

H. WILKINSON, Group Secretary. 

Bury General Hospital, Bury, Lancs. oe ees 
BURY ST. EDMUNDS. WEST SUFFOLK GENERAL 
HOSPITAL. (290 Beds.) EAST ANGLIAN REGIONAL HOSPITAL 
BOARD. ANASSTHETIC REGISTRAR. Post recoguised for 

D.A. and provides wide experience. Appointment for 1 year, 
renewable for second year. 

Applications, stating age, qualifications, details of previous 
and present appointments, together with the names of 3 referees, 
to Secretary of Board, 117, Chesterton-road, Cambridge, by 16th 
February, 1953. Candidates invited to visit the Hospital by 
direct arrangement with the Hospital Management Committee 
BURY ST. EDMUNDS. WEST SUFFOLK GENERAL 
HOSPITAL. (290 Beds.) Applications are invited for the following 
posts, all of which are open to pre-registration practitioners :— 

(a) HOUSE SURGEON for casualty and orthopedic duties. 
Recoguised for F.R.C.S. Vacant immediately. 

(b) HOUSE SURGEON for gynecological aud obstetric duties. 
Vacant late February. 

(c) HOUSE SURGEON for ophthalmic and E.N.T. duties, 
together with casualty and general surgical duties. Vacant 
immediately. 

Full details, including testimonials, to the Hospital Secretary. 
BOURNEMOUTH. ROYAL VICTORIA HOSPITAL. 
(492 Beds.) BOURNEMOUTH AND EAST DORSET HOSPITAL MANAGE- 
MENT COMMITTEE. Applications are invited for the appointments 
(recognised for the F.R.C.S.) of 2 HOUSE SURGEONS vacant 
now. These will eventually be reserved for pre-registration 
Interns, and applicatious submitted from persons in this category 
will be considered. 

Applications to the Deputy Hospital Secretary of the Hospital. 


BOURNEMOUTH. ROYAL VICTORIA HOSPITAL. 
BOURNEMOUTH AND EAST DORSET HOSPITAL MANAGEMENT COM- 
MITTEE. ANAESTHETIST (Senior House Officer) required 
immediately. The post is recognised for the D.A. and is tenable 
for 12 months. Salary £670 p.a. 

Applications to the Deputy Hospital Secretary at the Hospital. 
BOURNEMOUTH. CHRISTCHURCH HOSPITAL. 
CHILDREN’S UNIT. BOURNEMOUTH AND EAST DORSET HOSPITAL 
MANAGEMENT COMMITTEE. Applications are invited for the post 
of PAXDIATRIC SENIOR HOUSE OFFICER to this Unit. 
Duties include conduct of an Infant Welfare Centre. The post 
is recognised for the D.C.H. and will be vacant on 2nd April, 1953. 

Applications, with copies of testimonials, should be sent to the 
Group Secretary, Bournemouth and East Dorset Hospital 
Management Committee, Royal Victoria Hospital, Shelley-road, 
Bournemouth, not later than 20th February, 1953. 
CANWBORNE. TEHIDY HOSPITAL. (189 Beds.) West 
CORNWALL HOSPITAL MANAGEMENT COMMITTER. There is a 
vacancy for a RESIDENT HOSPITAL OFFICER for which 
applications are invited from registered medical practitioners. 
Practitioners convalescent from tuberculosis will be favouratly 
considered. This is an appointment which offers good scope in 
this branch of medicine. 

Applications, tegether with copies of 2 recent testimonials, 

should be addressed to the Hospital Secretary, Tehidy Hospital, 
Camborne. 
CANTERBURY. KENT AND CANTERBURY HOS- 
PITAL, (265 Beds.) E.N.T. AND EYE HOUSE SURGEON. 
The above post, which is recognised for the D.L.0. and D.O.M.S, 
examinations, is now vacant. National Health Service salary 
and conditions. 

Applications to be addressed to the Hospital Secretary at the 

above Hospital. 
CANTERBURY. KENT ‘AND CANTERBURY HOS- 
PITAL. (265 Beds.) GENERAL SURGICAL AND URkO- 
LOGICAL HOUSE SURGEON. The above pre-registration 
post.which is recognised for the F.R.C.S. Diploma, is now vacant. 
National Health Service salary and conditions. 

Applications to be addressed to the Hospital Secretary at 
the above Hospital. 

CARDIFF. ST. DAVID’S HUSPITAL. (656 Beds.) Cardiff 
HOSPITAL MANAGEMENT COMMITTEE. SENIOR HOUSE 
OFFICER (obstetrics) required for above Hospital. 

Application forms from Group Secretary, Cardiff Hospital 
Management Committee. 44. Cathedral-road, Cardiff. 
CARMARTHEN. WEST WALES GENERAL HOSPITAL. 
(160 Beds). Applications are invited for the post of RESIDENT 
HOUSE OFFICER (medical). Salary £350, £400, £450 p.a., 
according to experience, less £100 p.a. for board-residence. 

Applications, stating age, qualifications, experience, and 

nationality, with names and addresses of 3 referees to Group 
Secretary, West Wales Hospital Management Committee, 
Glangwili, Carmarthen. 
CARMARTHEN. WEST WALES GENERAL HOSPITAL. 
(160 Beds.) RESIDENT HOUSE OFFICER (surgical 
recognised by Royal College of Surgeons) required at the above 
Hospital. Full Consultant staff. Salary £350, £400, or £450 p.a. 
according to experience, less £100 for residence. 6 months 
appointment. 

Applications stating age, nationality, qualifications and 

experience, with names of 3 referees, to the Group Secretary, 
West Wales Hospital Management Committee, Glangwili, 
Carmarthen, 
CARSHALTON, SURREY. ST. HELIER HOSPITAL. 
(832 Keds.) 8ST. HELIER. GROUP HOSPITAL MANAGEMENT COM- 
MITTEF. Locum HOUSE SURGEON for Genito-urinary Unit 
of 30 Beds, with FE.N.T. duties, required now. 

Apply stating age, qualifications and experience, to Secretary, 
St. Helier Hospital. (Tel. : Fairlands 6622.) 
CAHSHALTUN, SURREY. ST. HELIER HOSPITAL. 
(832 Beds.) 8ST. HELIFR GROUP HOSPITAL MANAGEMENT COM- 
MITTEE. Applications invited for appointment of HOUSE 
SURGEON for Genito-urinary Unit of 30 Beds, with E.N.T. 
duties. Vacant now. 

Applications, stating age, qualifications and experience, with 
copies of recent testimonials and the name of 1 referee, should be 
sent immediately to the Group Secretary at the above address. 
CARSHALTON, SURREY. QUEEN MARY'S HOSPITAL 
FOR CHILDREN. (840 Beds.) Whole-time REGISTRAR required 
for surgical and orthopedic duties. Applicants are invited to 
visit the Hospital (which is within easy reach of central London) 
by appointment. 

Applications, on forms obtainable from the Group Secreta 

Queen Mary’s Hospital for Children. Carshalton, Surrey, 
be submitted by 21s February. 1953. 
CULCHESTEN MANAGEMENT 
COMMITTEE. SENIOR REGISTRAR (radiology) required on 
Ist April, 1953. Possession of D.M.R. desirable. The appoint- 
ment, which is non-resident. includes radicdiagnostic duties 
mainly at Essex County Hospital, Colchester, but including 
duties at other hospitals in the Group, under the direction 
of the Consultant Kadiologist. The post offers considerable 
scope in general diagnostic work. The appointment is for 
6 months in the first instance and is subject to the terms and 
conditions of service of hospital medical staff. 

Applications, with copies of 3 recent testimonials, should be 
sent te the Group Secretary. 14. Pope’s-lane, Colchester. 
CHENTDSEY, SUBREY. ST. PETER’S HOSPITAL. 
(Late Botleys Park War Hospital—430 Beds.) Required, 
SENIOR HOUSE OFFICER for the Gynecological and 
Special (E.N.T., Eyes, &c.) Departments. Salary in ace rdance 
with terms and conditions of National Health Service. Hospital 
within easy reach of London. 

Applications, together with testimonials or names of referees, 
should be sent to the Physician-Superintendent, quoting 
reference L.T., St. Peter’s Hospital, as soon as possible. 


45 


t- 
Ww 
ed 
in 
be 
m 
ul. 
ut 
be 
5 - 
IT 
in 
le 
he 
ill 
al, 
or 
"st 
ne 
re. 
al. 
a 
8 
Pic: 
he 
al, 
Se 
S- 
he 
nd 
nd 
M. 
al, 
er 
288 
nd 
= 
Ly. | 
S. 
nt 
its 
ty; 
er 
288 
nd 
rd 
ful 
ics 
or- 
id 
me 
‘he 
be 
“nt 
nd 
eld 
ud, 
= 


THE LANcET] 


THE LANCET GENERAL ADVERTISER 


[FEB. 7, 1953 


CHELTENHAM. SUNNYSIDE MATERNITY HOS- 
PITAL. CHELTENHAM GROUP HOSPITAL MANAGEMENT COMMITTER. 
Applications are invited from registered medical practitioners 
for the appointment of RESIDENT OBSTETRIC OFFICER, 
The Hospital. which is recognised for the purpose of training for 
the D.Obst.R.C.0.G., has 63 Beds and deals with the majority 
of abnormal midwifery cases in North Gloucestershire. The 
appointment is for a period of 6 months and the salary will be 
£400 or £450 p.a., less £100 in respect of residential emoluments. 
The appointment will be vacant at the end of February. 

Applications, stating age. qualifications and experience, and 
accompanied by copies of 3 recent testimonials, should be sent 
to the Secretary, Cheltenham Group Hospital Management 
Committee, General Hospital Cheltenham. ae, 
CHESTER. DEVA HOSPITAL (Mental), Liverpool-road, 
CHESTER. PSYCHIATRIC SENIOR HOUSE OFFICER 
required. Salary £670 p.a. Accommodation available for single 
man. All forms of modern treatment available including Insulin 
Unit. There are Psychiatric Outpatient Clinics at 3 general 
hospitals, Occupational Therapy Units and voluntary treatment 
wards. Facilities given to study for higher qualifications. 

Apply Medical Superintendent. 
CHESTER ROYAL INFIRMARY. Xltt Chester and 
DISTRICT HOSPITAL MANAGEMENT COMMITTEE. JUNIOR HOS- 
PITAL MEDICAL OFFICER required for the Orthopedic and 
Casualty Departments, duties to commence on 16th March, 
1953. This appointment has been made for the purpose of 
combining the work of these 2 Departments to form an effective 
Accident and Casualty Service. Previous orthopedic experience 
will be an advantage. A deduction of £150 p.a. will be made in 
respect of board and lodging, &c. 

Applications, giving details of age, experience, and qualifica- 
tions, together with the names and addresses of 2 refe rees, should 
be sent to the Group Secretary, 5 . King’s Buildings. Chester. 
CHESTERFIELD ROYAL HOSPITAL. Chesterneld 
HOSPITAL MANAGEMENT COMMITTEE. CASUALTY OFFICER 
required immediately at above Hospital. This post is for a pre- 
registration House Officer or a Senior House Officer. National 
salary and conditions. 

For furtherinformation please apply M. H. Boonr, Secretar v, 


CHESTERFIELD ROYAL HOSPITAL. Senior House 
OFFICER required in Accident and Orthopedic Department of 
the above Hospital. National salary and conditions. 
Applications to- M. H. Boone, Secretary 
Chesterfield) Hospital Manage ment ‘ommittee. 


CHESTERFIELD ROYAL HOSPITAL. (324 Beds.) 
A RESIDENT ANAESTHETIST (Senior House Oiliver grade) 
is required immediately at the above Hospital. The post is 
recognised for the D.A. examination. Experience in all types 
of anesthetics, except neurosurgery, can be obtained at this 
Hospital. The salary payable is £670 p.a., less a deduction for 
residential emoluments. 
Please write for interview to— 
M. H. BOoNnr, Secretary, 
Chesterfield Hospital Management ¢ ‘ommittee. 


COULSDON, SURREY. NETHERNE HOSPITAL. 
Applications are invited for the posts of REGISTRAR and 
HOUSE OFFICER at this Hospital, which has 2000 Beds. 
All modern forms of treatment are carried out and there are 
opportunities for work in Outpatient Clinies. The Hospital 
is recognised for the D.P.M. and special arrangements exist for 
attending courses at other hospitals, including child guidance 
and mental deficiency. Applicants are invited to communicate 
with the Physician-Superintendent, who will be pleased to 
answer questions or arrange for the Hospital to be visited. 
Application forms may be obtained from the Secretary and 
must be returned not later than 14 days after the appearance 
of this advertisement. K. W. FAULK, Secretary. 
Netherne Hospital Management Committee. 


COVENTRY AND WARWICKSHIRE HOSPITAL. (346 
Beds.) CASUALTY OFFICER required (Senior House Ofticer 
stutus) for Central Accident Department. 3 other Casualty 
Officers employed. Post recognised for F.R.C.S. Vacant mid- 
February. 

Applications to the Secretary, Group 20 Hospital Management 
Committee, Coventry and Warwickshire Hospital, Coventry. 


COVENTRY AND WARWICKSHIRE HOSPITAL. 
(346 Beds.) HOUSE OFFICER in General Surgery required 
(94 Beds), vacant mid-March. Pre-registration post ; recognised 
for FLR.C.S. Excellent experience in all types of general surgery. 

Applications to the Secretary, Group 20 Hospital Management 
Committee, Coventry and Warwickshire Hospital, Coventry, 
DEWSBURY. STAINCLIFFE GENERAL HOSPITAL, 
IHealds-road, DEWSBURY, YORKS. (314 Beds.) Applications are 
invited for the post of RESIDENT SURGICAL OFFICER 
(Senior House Officer grade), vacant now. This post is tenable 
for 12 months, but applications will be considered for a shorter 
period. The Hospital is recognised for the F.R.C.S. and the post 
offers excellent experience in gencral surgery. 

Applications, stating age, nationality. qualifications and 

experience, together with copies of recent testimonials, should 
be submitted to the Administrative Officer. 
DOUGLAS. NOBLE’S ISLE OF MAN HOSPITAL. 
(160 Beds.) Applications are invited from registered medical 
practitioners with previous hospital experience, preferably at 
a Teaching Hospital, for the post of SENIOR HOUSE SUR- 
GEON (Senior of 4) at this busy General Hospital. The post, 
which becomes vacant on Lith February, 1953, is suitable for 
candidate seeking further clinical experience and opportunity 
for reading for higher qualification. Salary £670 p.a., with 
a deduction of £100 p.a. for board, lodging, &c., if resident. 

Applications, giving all relevant particulars, with copies of 
2 recent testimonials or names and addresses of 2 referees, should 
be forwarded to the Secretary, Noble's Isle of Man Hospital, 
Douglas. 
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CHICHESTER. ROYAL WEST SUSSEX HOSPITAL. 
(202 acute beds.) SENIOR HOUSE SURGEON required. 
Resident statf of 6: Resident Surgical Officer, 3 House Surgeons, 
Resident Medical Officer and House Physician. National 
conditions of service. Salary £670 p.a.. less residential charge. 
Vacant from 22nd February, 1953. Post recognised for F.R.C.S. 

Applications, stating age, experience, qualifications, with 
references or names of referees, to Senior Administrative Officer 
as soon as possible. 

CHICHESTER. ST. RICHARD’'S HOSPITAL. Chichester 
GROUP. HOSPITAL MANAGEMENT COMMITTEE. Applications are 
invited for the post of CASUALTY AND ADMISSION 
OFFICER (Senior House Officer grading), non-resident. Appli- 
cation has been made for this post to be recognised under the 

‘RCS. regulations. Post vacant 20th February. Salary in 
accordance with national scale. 

Full particulars, together with names of 3 referees, should be 
addressed to the Surgeon-Superintendent as soon as possible. 
DARTFORD HOSPITAL MANAGEMENT COMMITTEE. 

HOUSE OFFICER (E.N.T. and ophthalmology). 

HOUSE OFFICER (chest diseases). 

Applications, stating age, qualifications, experience, 
nationality, and the names of 2 persons to whom reference may 
be made, to be sent to the Group Secretary, Dartford Hospital 
Management Committee, The Bow Arrow Hospital, Dartford, 

cent. 

EAST ANGLIAN REGIONAL HOSPITAL BOARD. 
ORTHOPAEDIC REGISTRAR, East Suffolk and Ipswich 
Hospital (360 Beds) and Ipswich Borough General Hospital 
(300 Beds). Post provides wide experience and training in 
orthopedic surgery. Appointment for 1 year, renewable for 
second year. 

Applications stating age, qualifications and details of present 
and previous appointments, together with the names of 3 
referees, to Secretary of Board, 117, Chesterton-road, Cam- 
bridge, by 23rd February, 1953. Candidates invited to visit the 
hospitals by direct arrangement with the Hospital Management 
Committee Secretary, East Suffolk and Ipswich Hospital. 
EASTBOURNE. ST. MARY’S HOSPITAL. (261 Beds.) 
Applications are invited from registered medical practitioners 
for the post of GYNA®COLOGICAL HOUSE SURGEON 
(28 Beds) with duties in abnormal Obstetric Unit. Staff of 
5 House Officers. 

Applications, stating age, nationality, qualifications, and 

experience. together with copies of 2 recent testimonials, to 
the Secretary, 29, Bedfordwell-road, Eastbourne. 
EDGWARE GENERAL (formerly Redhill County) HOS- 
PITAL, EDGWARE, MIDDLESEX. RESIDENT PACDIATRIC 
HOUSE PHYSICIAN. Post vacant 10th March, 1953. Salary 
£400-£450 p.a. according to experience. Deduction of £100 p.a. 
for board, lodging, &c. 6 months appointment. 

Applications, stating age, qualifications, experience, and 
enclosing copies of up to 3 recent testimonials, to Medical 
Director of Hospital by 14th February, 1953. Candidates selected 
for interview will be notified by 21st February, 1953. 


ENFIELD, MIDDLESEX. CHASE FARM HOSPITAL. 
ENFIELI) GROUP HOSPITAL MANAGEMENT COMMITTEE. RESIDENT 
HOUSE OFFICER in Anesthetics (second or third post), 
vacant Ist March, 1953. Post recognised for the D.A. R praeti- 
tioners holdiug first posts may apply. 6 months appointment. 

Applications, stating age, qualifications and experience, with 

the names of 2 referees, to the Secretary of the Management 
Committee by 13th February, 1953. 
EPSOM, SURREY. ST. EBBA’S HOSPITAL. St. Ebba’s 
AND BELMONT GROUP HOSPITAL MANAGEMENT COMMITTEE, 
Applications are invited for the appointment of SENIOR 
HOUSE OFFICER at above Hospital. The Hospital is priuci- 
pally concerned with the treatment of voluntary patients of 
good prognosis, has a high turnover of patients and a wide range 
of case material. Modern treatment methods are used. There 
are teaching linkages with 2 London teaching hospitals, and a 
special unit for juvenile psychiatric disorders. Salary, &c., in 
accordance with the agreed terms and conditions of service of 
hospital medical and dental staffs. For residents a charge of 
£3 3s. a week is made for full residential amenities. Candidates 
may visit the Hospital by appointment. 

Applications, giving full details as to age, qualifications, 
experience, &c., together with the names and addresses of 2 
referees, should be sent within 2 weeks of the appearance of this 
advertisement to the Group Secretary, Group Office, Belmont 
Hospital, Brighton-road, Sutton, Surrey. 

EXETER CITY HOSPITAL. (200 Beds.) Exeter and 
MID-DEVON HOSPITALS MANAGEMENT COMMITTEE. Applications 
are invited from rezistered medical practitioners for the appoint- 
ment of a RESIDENT SENIOR HOUSE OFFICEK in Medicine, 
becoming vacant l4th June, 1953. The appointed Otlicer will 
act as House Physician to a Medical Unit ; will deputise fer 
the Physician-Superiutendent, and will have duties in the Out- 
patient Department of the Royal Devon and Exeter Hospital, 
Exeter. Salary £670 p.a. Health Service terms and conditions. 

Applications, stating age, qualifications, and experience, 
with copies of 2 recent testimonials, to be sent to the Hospital 
Secretary, City Hospital, Exeter, within 14 days of the appear- 
ance of this advertisement. 

GLASGOW, S.W.1. SOUTHERN GENERAL HOSPITAL. 
SENIOR HOUSE OFFICER (medicine). 

Write to Secretary, Board of Management for Glasgow South- 
Western Hospitals, 1301, Govan-road, Glasgow, 3.W.1, by 
20th February, naming 2 referees. 

GRIMSBY GENERAL HOSPITAL. (220 Beds.) Grimsby 
HOSPITALS MANAGEMENT COMMITTEE. Required, HOUSE 
OFFICER (surgical and E.N.T.) pre-registration post under 
the Medical Act, 1950. Salary and conditions of service in 
accordance with national scale. 

Applications, with names of 2 referees, to Hospital Secretary, 
Grimsby General Hospital. 
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GATESHEAD. SHERIFF HILL INFECTIOUS DISEASES 
HOSPITAL, Sheriff Hill, GATESHEAD, 9, CO. DURHAM. (127 Beds.) 
Applications are invited for the appointment of SENIOR 
HOUSE OFFICER at the above Hospital. The post will be 
vacant approximately Ist April, 1953. In addition to 3 Cubicle 
Blocks the Hospital has a Surgical Tuberculosis Ward of 30 
Beds and a Pulmonary Tuberculosis Ward. 

Applications, together with copies of 3 recent testimonials, 
or the names and 7 of 3 referees, should be submitted 
to— CLARK, Group Secretary, 

Gateshead and Pictniet Hospital Management Committee. 
“ The Lodge,” I.D. Hospital, Sheriff Hill, Gateshead, 9, 
eo. Durham. 
GLOUCESTER. GLOUCESTERSHIRE ROYAL HOS- 
PITAL, Great Western-road, GLOUCESTER. (316 Beds.) HOUSE 
OFFICER or SENIOR HOUSE OFFICER (according to 
experience) required in Orthopeedic and Traumatic Surgery 
Department at the above Hospital. Staff: 1 Registrar, 2 House 
Officers. Unit comprises 75 active beds. Post vacant now. 

Applications, naming 2 referees, to the Group Secretary, 

Gloucestershire Royal Hospital, Southgate-street, Gloucester. 


GRANTHAM AND KESTEVEN GENERAL HOSPITAL. 
(117 Beds.) HOUSE SURGEON required beginuing of February. 
Post tenable for 6 months. Preference will be given to candidates 
seeking a pre-registration post. 

Applications, stating age, nationality, &c., and enclosing 

copies of testimonials. should be forwarded immediately to the 
secretary, Grantham Hospital Management Committee, 101, 
Manthorpe-road, Grantham. 
GRANTHAM AND KESTEVEN GENERAL HOSPITAL. 
(117 Beds.) Applications are invited from registered medical 
practitioners for the post of RESIDENT HOUSE PHYSICIAN 
(Senior House Officer grade). Salary £670 p.a., less £130 p.a. 
for residential emoluments. The person appointed will be 
responsible for the care of medical cases and piediatric cases and 
will be required to assist in the Medical and Pediatric Out- 
patient Clinics. The post is vacant now. 

Applications, stating age, qualifications, nationality, together 

witb copies of recent testimonials, should be forwarded immedi- 
ately to the Secretary, Grantbain Hospital Management Com- 
mittee, 101, Manthorpe-road, Grantham. 
GREAT YARMOUTH AND GORLESTON GENERAL 
HOSPITAL, DENE SIDE, GREAT YARMOUTH. 2 vacancies at the 
above Hospital for HOUSE SURGEONS (Male or Female), 
The Hospital is staffed by a Consultant General Surgeon, and a 
Consultant E.N.T. Surgeon and is regularly visited by Consultant 
staff from the Norfolk and Norwich Hospital, Norwich. Salary 
in both cases £350, £400, or £450 according to experience, less 
£100 for residential emoluments. 

Applications, stating age, qualifications, experience, with 
names of 2 referees. to Secretary of Hospital. E 
HALIFAX GENERAL HOSPITAL. (86 midwifery beds: 
40 gynwecological beds.) SENIOR HOUSF OFFICER in Obste- 
trics and Gynecology required. Male or Female. Post vacant 
31st March. Recognised for M.R.C.O.G. 1450 deliveries annually. 
Duties also at Royal Halifax Infirmary (46 midwifery beds 
and 10 gynecological beds ; 530 deliveries annually). Salary 
£670 p.a., with deduction of £130 p.a. for residence, &e. 

Applications to Group Secretary, Royal Halifax Infirmary, 
Halifax, Yorkshire. 


HASTINGS. ROYAL EAST SUSSEX HOSPITAL. 
(150 Beds.) CASUALTY AND ORTHOPAEDIC HOUSE 
SURGEON. Post now vacant. National scale of salary. 


Apply to Hospital Administrator. 

HASTINGS AND ST. LEONARDS. BUCHANAN HOS- 
PITAL. (94 Beds.) SENIOR HOUSE OFFICER required for 
Urology and Children’s Surgery ; post vacant now, is recognised 
for F.R.C.S., may be tenable for 6 or 12 months. National 
scale of salary. 

Apply to Hospital Administrator. 

HAVERFORDWEST. PEMBROKE COUNTY WAR 
MEMORIAL HOSPITAL. (162 Beds—recognised by Roya! College 
of Surgeons.) Applications are invited for the post of RESIDENT 
HOUSE OFFICER (surgical). Salary £350, £400, £450 p.a., 
according to experience, less £100 p.a. for board and residence. 

Applications, stating age, qualifications, experience, and 
nationality, with names and addresses of 3 referees, to Group 
Secretary, West Wales Hospital Management Comunittee, 
Glangwili, Carmarthen. 
HAVERFORDWEST. | PEMBROKE COUNTY WAR 
MEMORIAL HOSPITAL. (162 Beds.) Applications are invited for 
the post of RESIDENT HOUSE OFFICER (medical). Salary 
£350, £400, £450 p.a., according to experience, less £100 p.a. 
for board-residence. 

Applications, stating age, qualifications, experience, and 
nationality, with names and addresses of 3 referees, to Group 
Secretary, West Wales Hospital Management Committee, 
HITCHIN HOSPITALS, Hitchin, Herts. Applications 
are invited for the post of RESIDENT HOUSE SURGEON 
at the North Herts and South Beds Hospital, now vacant. 
Preference will be given to candidates secking pre-registration 
posts under the Medical Act, 1950. 

Applications, stating age, nationality, qualifications, and 

experience, together with copies of 3 recent testimonials, should 
be sent to the Medical Director, The Lister Hospital, Hite hin, 
Herts. 
HITCHIN HOSPITALS, Hitchin, Herts. Applications 
are invited for the post of RESIDENT HOUSE SURGEON 
at the Lister Hospital, vacant at the end of February. Preference 
will be given to candidates seeking pre-registration posts under 
the Medical Act, 1950. 

Applications, stating age, nationality, qualifications and 
experience, together with copies of 3 recent testimonials, should 
be sent to the Mediwal Director, The Lister Hospital, Hitchin, 
Herts. 


HEMEL HEMPSTEAD, HERTS. WEST HERTS HOS- 
PITAL. HOUSE PHYSICIAN re quired. Post vacant 22nd 
February, 1953. Preference will be given to persons seeking 
ay revistration posts under the Medical Act, 1950. 
Applications, stating age, qualifications and experience, and 
accompanie d by copies of 2 recent testimonials, to the Secretary. 


HERTFORD COUNTY HOSPITAL. (171 Beds. Hospital 
situated 21 miles from London.) Applications are invited for 
appointment of HOUSE SURGEON (Male or Female), second 
post, for general surgery. R practitioners holding first post may 
apply. 6 months appointment. Salary at rate of £400 p.a., less 
£100 p.a. for residential emolume nts. Duties to commence as 
soon as possible. 

Applications to Group Secretary, Hertford Group Hospital 
Management Committee, County Hospital, Hertford, Herts. 


HESWALL, CHESHIRE. CLEAVER HOSPITAL. (220 
Beds.) CENTRAL WIRRAL GROUP. Applications are invited for 
the appointment of JUNIOR HOSPITAL MEDICAL OFFICER. 
The post offers good experience in modern treatment of tubercu- 
losis. The Hospital deals with acute cases, and minor and 
major surgery is carried out by members of the Liverpool Chest 
Surgical Unit. Applicants should have had previous experience 
in the treatment of tuberculosis and a knowledge of chest 
surgical procedure would be an advantage. Applications from 
ex-patient practitioners will be patil se Salary, terms and 
conditions of service in accordance with those laid down by the 
Ministry of Health. 

Applications, including names of 3 referees, should be addressed 
to the Physician-Superintendent as soon as possible. 
HESWALL, CHESHIRE. CLEAVER HOSPITAL. (220 
Beds.) CENTRAL WIRRAL GROUP. Applications are invited for the 
post of SENIOR HOUSE OFFICER (new appointment). 
Excellent facilities for obtaining good knowledge of modern 
treatment of pulmonary tuberculosis in all its branches. Appli- 
cants should have had some experience in the treatment of 
pulmonary tuberculosis and held previous house appointment. 
Applications from ex-patient practitioners welcome. Salar 
£670 p.a. (less £150 for emoluments), and Ministry of Healt 
conditions. 

Applications to be submitted to Physician-Superintendent 

immediately.- 
HOUNSLOW HOSPITAL. (General acute—81 Beds.) 
Recognised pre-registration appointment of RESIDENT 
HOUSE PHYSICIAN (6 months), Vacant 9th March, 1953. 
Preference will be given to persons seeking pre-registration post 
under the Medical Act, 1950. Salary £350-£450, less £100 p.a. 
for residence, &c. 

Applications, with full particulars, to the Hospital Secretary, 

Staines-road, Hounslow, Middlesex. 
HUDDERSFIELD RUYAL INFIRWVIARY. (312 Beds.) 
HUDDERSFIELD HOSPITAL MANAGEMENT COMMITTER. Applica- 
tions are invited for the appointment of SENIOR HOUSE 
OFFICER in Ophthalmology (non-resident), to conmence 
duties immediately. The post is recognised for the Diploma in 
Ophthalmology. Salary in accordance with the terms and 
conditions of service for hospital medical and dental staffs. 

Applications, stating age, nationality, qualifications and 
experience, together with copies of 3 recent testimonials, should 
be sent to the undersigned as soon as possible. 

H. J. JOUNSON, Secretary to the Management Committee. 

The Royal Infirmary. Huddersfield. 
HUDDERSFIELD ROYAL INFIRMARY. (312 Beds.) 
HUDDERSFIELD HOSPITAL MANAGEMENT COMMITTEE. HOUSE 
SURGEON required to commence duty immediately. Salary in 
accordance with the terms and conditions of service for hospital 
medical and dental staffs, with full residential emoluments. 

Applications, together with copies of 3 recent testimonials, 
to be addresse d to the undersigned as soon as possible. 

H. J. JOUNSON, Secretary to the Management Committee. 

_ The Royal Infirmary, Huddersfield. 


HUDDERSFIELD. ST. LUKE’S HOSPITAL. (262 Beds.) 
HUDDERSFIELD HOSPITAL MANAGEMENT COMMITTEE.  Applica- 
tions are invited for the post of RESIDENT MEDICAL 
OFFICER (Junior Hospital Medical Offiver grade) at the above 
Hospital, to commence duties on 16th March, 1953. Salary 
in accordance with the terms and conditions of service for 
hospital medical and dental staffs—£700-—£50—£1000. 

Applications, together with copies of 3 recent testimonials, 
to be sent to the undersigned as soon as possible. 

. J. JOHNSON, Secretary, 
Huddersfield Hospital Manage ment Committee. 

The Royal Infirmary. Huddersfield 
HULL. VICTORIA HOSPITAL FOR SICK CHILDREN, 
Park-street. (143 Beds.) HULL A GROUP HOSPITAL MANAGEMENT 

Applications are invited for the ee posts :— 
SURGEON, vacant 8th March, 1953 

HOUSE PHYSICIAN, vacant approximately 23rd March, 

1953. 

6 months term in each case ;_ both count towards qualification 
D.C.H. Salary in accordance with M.O.H. terms of service. 

Applications, with testimonials, to the Hospital Secretary, 
at the above address. 
ILFORD. KING GEORGE HOSPITAL. There will be 
vacancies for the following at the above aes —_ 

HOUSE PHYSICIAN—10th March, 1953. 

HOUSE SURGEON—Sth March, 1953. 

HOUSE SURGEON—Ist March. 1953. 

Salary will be £350 p.a. minimum and maximum £450, according, 
to experience and qualifications, less emoluments (first, second, 
or third post). 

Applications, giving full particulars, and accompanied by 
testimonials, should be sent to the undersigned within 7 days 
of the appearance of this advertisement. 

G. AUSTIN HEPWORTH, Secretary 
Tiford and Barking Group Hospital "slaamnement Committee. 
King George Hospital, Ilford. 
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IPSWICH. BOROUGH GENERAL HOSPITAL, Heath- 
road. 275 Beds.) Applications are invited for the post of 
HOUSE SURGEON. The post, which is recognised for the 
R.C.S. examinations, is normally of 6 months duration and is 
of House Officer grade. 

Applications, stating experience, and with copies of recent 

testimonials, to Hospital Secretary. 
IPSWICH. EAST SUFFOLK AND IPSWICH HOS- 
PITAL. (360 Beds.) EAST ANGLIAN REGIONAL HOSPITAL BOARD. 
RADIOLOGICAL REGISTRAR at the above Hospital. The 
department is the centre for consultant radiological services for 
the Ipswich hospital group. Appointment for 1 year, renewable 
for second year. 

Applications, stating age, qualifications, and details of present 
and previous appointments, together with the names of 3 
referees, to Secretary of Board, 117, Chesterton-road, Cambridge, 
by 16th’ February, 1953. Candidates invited to visit the Hospital 
by direct arrangement with the Hospital Management Committee 
Secretary at the Hospital. a 
ISLE OF THANET HOSPITAL MANAGEMENT COM- 
MITTEE. Temporary RESIDENT SURGICAL OFFICER 
required immediately to work at hospitals in above Group. 
Salary £13 per week, subject to deduction of standard charge 
for residential emoluments. 

Applications, stating age, and qualifications, together with 

copies of 2 recent testimonials, to the Secretary, “ St. Benet’s,” 
The Paragon, Ramsgate. 
ISLE OF WIGHT GROUP HOSPITAL MANAGEMENT 
COMMITTEE, HOUSE SURGEON, Royal I.W. County Hospital, 
Ryde, vacant 2ist February, 1953. Post approved for pre- 
registration service. 

Applications to Chief Administrative Officer, Clatterford 
House, Carisbrooke, I.W. 

ISLE OF WIGHT GROUP HOSPITAL MANAGEMENT 
COMMITTER. 

CASUALTY OFFICER, St. Mary’s Hospital, Newport (365 
Beds). Salary £670, less £130 for accommodation and services. 
Model Casualty Department, newly constructed. 

HOUSE SURGEON, Royal I.W. County Hospital, Ryde 
(119 Beds). Post ree ognised for F.R.C.S. and approved for pre- 
re — ition service. Salary on national scale. 

Applications, with full details, to Chief Administrative Officer, 
( latte rford House, Carisbrooke, A 


ISLEWORTH. WEST MIDDLESEX HOSPITAL. South 
WEST MIDDLESEX HOSPITAL MANAGEMENT COMMITTEE. _ Pre- 
registration HOUSE OFFICER required for the Obstetric and 
Gynecology Department. 

Applications, stating age, nationality, qualifications, and 

experience, with copies of up to 3 recent testimonials, to Group 
Secretary, West Middlesex Hospital, Isleworth, Middlesex, by 
18th February, 1953. 
ISLEWORTH. WEST MIDDLESEX HOSPITAL. South 
WEST MIDDLESEX HOSPITAL MANAGEMENT COMMITTEE. HOUSE 
OFFICER ANASSTHETIST (second or third post) required in 
Department of pein oe sia. Hospital recognised for purpose of 
D.A. qualification. Resident or non-resident. 

Applications, stating age, nationality, qualifications, and 

experience, with copies of up to 3. testimonials, to Group 
Secretary, West Middlesex Hospital, Isleworth, Middlesex, by 
17th February, 1953. 
KETTERING GENERAL HOSPITAL. (166 Beds.) 
KETTERING AND DISTRICT HOSPITAL MANAGEMENT COMMITTEE. 
Applications are invited from registered medical practitioners 
for the post of SENIOR HOUSE OFFICER in Medicine (non- 
resident), which will be vacant on 7th March, There are 5 House 
Otficers and full Consultant Staff. This post involves assistance 
with outpatient clinics in general medicine and peediatrics with 
over-all responsibility for the 32 acute medical beds and electro- 
eardiograph Department. 

Applications, stating age, nationality, qualifications, past 
experience, and enclosing copies of 2 recent testimonials, should 
be forwarded as soon as possible to the Group Secretary, General 
Hospital, Kettering, Northants. 


KETTERING GENERAL HOSPITAL. (166 Beds.) 
KETTERING AND DISTRICT HOSPITAL MANAGEMENT COMMITTEE, 
Applications are invited from registered medical practitioners 
for the post of SENIOR HOUSE OFFICER (Anesthetist), 
resident, which becomes vacant on Ist February. The appoint- 
meut is tenable for | year in the first instance. Salary in accord- 
ance with Ministry of Health terms and conditions of service. 
The Hospital is recognised for training for the Diploma in 
Amesthetics. 

Applications, together with copies of 3 recent testimonials, 
to be sent to the Group Secretary, Kettering General Hospital, 
immediately. 
KETTERING GENERAL HOSPITAL. (166 Beds.) 
KETTERING AND DISTRICT HOSPITAL MANAGEMENT COMMITTEE, 
Applications are invited from registered medical practitioners 
for the post of HOUSE OFFICER in Traumatic, Orthopedic 
and Casualty work, to commence on 14th February, 1953, for 
a period of either 6 or 12 months. There are 5 House Officers 
and full Consultant staff. Salary, &c., in accordance with 
national scale. 

Applications, giving age, nationality, qualifications, any 

previous experience, and copies of 2 recent testimonials, should 
be sent as soon as possible to the Group Secretary, General 
Hospital, Kettering. 
LANCASTER. ROYAL LANCASTER INFIRMARY. 
(230 Beds.) Applications are invited from registered medical 
practiti ners for the appointment of RESIDENT SENIOR 
HOUSE OFFICER (casualty). Post vacant now, and normally 
tenable for 1 year. The successful applicant will be attached to 
the specialist Orthopaedic Unit. 

Applications, with full particulars and names of 2 referees, 
to be addressed to the Secretary, Royal Lancaster Intirmary, 
Lancaster, 
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LEEDS (near). MENSTON (MENTAL) HOSPITAL. 
Applications invited for whole-time appointments as :— 

(a) SENIOR HOUSE OFFICERS 

(b) JUNIOR HOSPITAL MEDIC ‘AL OFFICERS. 
Facilities available for training in all branches of psychiatry in 
conjunction with University of Leeds, Department of Psychiatry. 
Salaries in accordance with terms and conditions of service of 
hospital medical and dental staffs. Residential accommodation 
for single applicants : large unfurnished flat may be available 
for married applicant. 

Apply forthwith to Medical Superintendent, indicating post 
desired, and stating age, marital state, qualifications, experience, 
and giving names and addresses of 2 referees. 


LEEDS. CHAPEL ALLERTON HOSPITAL. (340 Beds.) 
MINISTRY OF PENSIONS. REGISTRAR in Surgery. The post 
which is now vacant, provides useful experience in general 
gastric and orthopedic surgery, including amputations. Excel- 
lent facilities are available for the rehabilitation of these cases. 
Salary is at the usual rate of £775 for the first year, £890 second 
year, with a deduction for residential emoluments of £130 and 
£140 a year respectively. 

An application form will be provided on request to the 
Director-General of Medical Services (M.S.2), Ministry of 
Pensions, Norcross, Blackpool, Lancashire. 


LEEDS. CHAPEL ALLERTON HOSPITAL. (340 Beds.) 
MINISTRY OF PENSIONS. REGISTRAR in Medicine. The post, 
which is now vacant, provides practical experience in internal 
medicine and in the rehabilitation of the limbless. Salary is 
at the usual rate of £775 for the first year, £890 second year, 
with a deduction for residential emoluments of £130 and £140 
a year respectively. 

An application form will be provided on request to the 
Director-General of Medical Services (M.S.2), Ministry of 
Pensions, Norcross, Blackpool, Lancashire. 


LEEDS, 9. ST. JAMES’S HOSPITAL. Leeds A Group 
HOSPITAL MANAGEMENT COMMITTEF. Applications are invited 
from registered medical practitioners for the appointment of 
SENIOR HOUSE OFFICER (genito-urinary surgery) at the 
above Hospital. The person appointed will attend the Cysto- 
scopic Clinic at the above Hospital and the Outpatient Clinic 
at the Teaching Hospital. The appointment will be for a period 
of 1 year and the salary will be in accordance with the agreed 
terms and conditions of service of hospital medical and dental 
staffs—namely, £670 p.a., with an appropriate deduction in 
respect of board, lodging, and other services provided. 

Applications, stating age, qualifications, experience, &c., 
together with the names of 2 referees, to be forwarded to the 
undersigned as soon as possible, 

J. FOLKARD, Secretary to the Committee. 

Administrative Offices, St. James’s Hospital, Leeds. 9. 
LEEDS REGIONAL HOSPITAL BOARD invites applica- 
tions for the following SENIOR REGISTRAR posts :— 
Pathology 

Leeds A and B Groups. Duties will be mainly at St. James’s 
Hospital (1800 Beds) and good experience of morbid anatomy is 
essential. The work would be so arranged that some time could 
be devoted to research problems. 

Radiology 

Huddersfield and Halifax Groups (non-resident). 

Applications, stating age, qualifications, and details of present 
~ ie previous appointments with dates, together with the names 

referees, should be forwarded to the Secretary, Joint 
Registrars Committee, Park-parade, Harrogate, not later than 
7th March, 1953. 
LEEDS REGIONAL HOSPITAL BOARD. Short-term 
LOCUM TENENS appointments in the Registrar grade are 
constantly available at hospitals in the area of the Board 
——s in the specialties of General Medicine and Generali 

urgery 

Suitably experienced practitioners interested in such appoint- 
ments are invited to communicate with the Secretary, Joint 
Registrars Committee, Park-parade, Harrogate. at 
LEEDS REGIONAL HOSPITAL BOARD invites appli- 
cations from recent graduates with at least 1 years experience 
in hospital work for 2 posts in the SENIOR HOUSE OFFICER 
grade providing a course of training in Pathology (morbid 
anatomy, chemical pathology, bacteriology and bematology) 
at the Leeds Medical School for those Who wish to equip them- 
selves for work as Registrars in the Pathological Service. The 
posts will be tenable normally for 2 years, subject to satisfactory 
progress, and the successful applicants will be expected to take 
up duty on or about Ist March, 1953. 

Applications, stating age, qualifications, and details of present 

and previous appointments with dates, together with the names 
of 3 referees, should be forwarded to the Secretary, Park-parade, 
Harrogate, not later than 14th February, 1953. 
LEICESTER ROYAL INFIRMARY. Leicester Regional 
CENTRE FOR RADIOTHERAPY. Applications are invited for the 
resident post of SENIOR HOUSE OFFICER (radiotherapy) 
or REGISTRAR if in possession of Part 1 of the D.M.R.T., 
now vacant. 

Candidates should state age, nationality. qualifications and 

submit copies of 3 recent testimonials, to Secretary, Leicester 
No. 1 Hospital Management Committee, 38a, East Bond- -street, 
Leicester. 
LEICESTER ROYAL INFIRMARY. Sheffield Regional 
HOSPITAL BOARD, Applicatious are invited from registered 
medical practitioners for the non-resident whole-time post of 
REGISTRAR (ophthalmology ) to the above Hospital. The 
appointment is for 1 year in the first instance and may be 
renewed for a further year. 

Applications, giving age, nationality, qualifications, present 
and previous appointments with dates, together with names 
and addresses of 3 referees, should be sent to the Secretary, 
Sheffield Regional Hospital Board. Fulwood House, Old Fulwood- 
road, Sheffield, 10, to arrive not later than 23rd February, 1953. 
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LEICESTER ROYAL INFIRMARY. Sheffield Regiorral 
HOSPITAL BOARD. Applications are invited from registered 
medical practitioners for 2 resident whole-time posts of SUR- 
GICAL REGISTRAR to the above Hospital. The successful 
candidates will be expected to undertake duties in the Casualty 
Department and act as Deputy to the Senior Registrar. It is 
hoped that the posts will shortly be recognised for the F.R.C.S. 
The appointments are for 1 year in the first instance and may 
be renewed for a further year. 

Applications, giving age, nationality, qualifications, present 

3 appointments with dates, together with names 
ses of 3 referees, should be sent to the Secretary, 
Sheffield Regional Hospital Board, Fulwood House, Old Fulwood- 
road, Sheffield, 10, to arrive not later than 16th February, 1953. 
LEICESTER ROYAL INFIRMARY. Applications are 
invited for the posts of HOUSE SURGEONS (3), vacant 
[Ist April, 1953. These posts are recognised for pre-registration 
and are recognised for the F.R.C.S 

Applications, stating age, qualifications, and experience, 
together with copies of 2 recent testimonials, to reach the Secre- 
tary, Leicester No. 1 Hospital Management Committee, 38a, East 
Bond-street, Leicester, not later than 19th February, 1953. 
LEICESTER ROYAL INFIRMARY. Applications are 
invited for the posts of HOUSE PHYSICIANS (2), vacant 
1st April, 1953. These posts are recognised for pre-registration. 

Applications, stating age, qualifications, and experience, 
together with copies of 2 recent testimonials, to reach the Secre- 
tary, Leicester No. 1 Hospital Management Committee, 38a, East 
Bond-street, Leicester, not later than 19th February, 1953. 
LEICESTER ROYAL INFIRMARY. Applications are 
invited for 2 posts of SENIOR HOUSE OFFICER (aniws- 
thetics), vacant Ist April. Posts are recognised for the D.A. 

Applications, stating age, qualifications, and experience, 
together with copies of 3 recent testimonials, to reach the 
secretary, Leicester No. 1 Hospital Management Committee, 
+ 4, East Bond-street, Leicester, not later than 19th February, 

953. 

LEICESTER ROYAL INFIRMARY. Applications are 
invited for the post of SENIOR HOUSE OFFICER (Casualty 
Department), immediate vacancy. The post gives opportunity 
for study for Final examination for Fellowship. 

Applications, with copies of 3 testimonials, forthwith, to 

Secretary, Leicester No. 1 Hospital Management Committee, 
38a, East Bond-street, Leicester. 
LEICESTER ROYAL INFIRMARY MATERNITY HOS- 
PITAL. Applications are invited for the post of SENIOR HOUSE 
OFFICER comme neing Ist April, 1953. Recognised 
for the D.Obst.R.C. 

Applications, sti age, experience, and qualifications, 
together with copies of recent testimonials, to reach the Secretary, 
Leicester No. 1 Hospital Management Committee, 38a, East 
Bond-street, Leicester, not later than 19th February, 1953. 
LEICESTER GENERAL HOSPITAL. Applications are 
invited for the post of SENIOR HOUSE OFFICER (anves- 
theties), vacant Ist April, 1953. Reeognised for D.A. 

Applications, stating age, qualifications and experience, 
together with copies of recent testimonials, to reach the Secretary 
Leicester No. 1 Hospital Management Committee, 38a, East 
Bond-street, Leicester, not later than 19th February, 1953. 
LEICESTER GENERAL HOSPITAL. are 
invited for the post of SENIOR HOUSE OFFICER (pathology), 
vacant Ist April, 1953. 

Applications, stating age, qualifications and experience, 
together with copies of recent testimonials, to reach the Secretary, 
Leicester No. 1 Hospital Management ong ty 38a, East 
Bond-street, Leicester, before 19th February. 195: 
LEICESTER GENERAL HOSPITAL. are 
invited for the posts of HOUSE PHYSICIANS (3) vacant 
Ist April, 1953. These posts are recognised for pre-regi-tration. 

Applications, stating age, qualifications, and experience, 
together with copies of recent testimonials, to reach the Secretary, 
Leicester No. 1 Hospital Management Committee, bere East 
Bond-street, Leicester, not later than 19th February, 1953. 
LEICESTER GENERAL HOSPITAL. Applications ar e 
invited for the post of PAXDIATRIC HOU se PHYSICIAN, 
vacant Ist April, 1953. The post is recognised for pre- 
and is recognised for the D.C.H. 

Applications, stating age, qualific ations, and experience, 
together with copies of recent testimonials, to reach the Secretary, 
Leicester No. 1 Hospital Management Committee, 38a, East 
Bond-street, Leicester, not later than 19th February, 1953. 
LEICESTER GENERAL HOSPITAL. Applications are 
invited for the post of HOUSE SURGEON, vacant Ist April, 
1953. The post is recognised for pre-registration. 

Applications, stating age, qualifications, and experience, 
together with copies of recent testimonials, to reach the Secretary, 
Leicester No. 1 Hospital Management Committee, 38a, East 


‘Bond-street, Leicester, not later than 19th February, 1953. 


LEICESTER GENERAL HOSPITAL. Applications are 
invited for the post of OBSTETRIC AND GYNASCOLOGICAL 
HOUSE SURGEON, vacant Ist April, 1953. The post is 
for pre-registration and is recognised for the 
M.R.C.O.G, 

Applications, stating age, qualifications, and experience, 
together with copies of recent testimonials, to reach the Secretary, 
Leicester No. 1 Hospital Management Committee, 38a, East 
Bond-street, not later than 19th February, 1953. Mh 
LEIGH INFIRMARY, Leigh, Lancs. (102 Beds.) House 
SURGEON (Male or Female ) with some casualty duties, required 
at the above Hospital. House Officer grade post, recognised 
for the F.R.C.S. examinations. Post now vacant. 

Applications, stating age, qualifications, &c., together with 
the names of 2 referees, should be received by the Secretary, 
Wigan and Leigh Hospital Management Committee, Knowsley 
House, Wigan, as early as possible. 


LINCOLN. BRACEBRIDGE HEATH HOSPITAL for 
MENTAL DISEASES. (1290 Beds.) Applications are invited for the 
appointment of JUNIOR HOSPITAL MEDICAL OFFICER 
(resident or non-resident), Male or Female (married or single). 
salary and terms of service as issued by the Ministry of Health. 
Commencing salary £700 p.a., rising to £1000 p.a. There is 
furnished or unfurnished accommodation available for a married 
Officer, or residential accommodation for a single person. There 
will be scope for work at outpatient clinics and in the use of 
modern psychiatric methods in the wards. Previous psychiatric 
experience is not essential. The appointment is subject to the 
provisions of the National Health Service superannuation 
regulations. 

Applications, with names of 3 referees, should be 

as soon as possible to the Medical Superintendent, 
Heath Hospital, near Lincoln. 
LINCOLN. COUNTY HOSPITAL. Sheffield Regional 
HOSPITAL BOARD. Applications are invited from registered 
medical practitioners for the resident whole-time post of 
REGISTRAR (ortbopaedics) to the above Hospital, which is 
a recognised training hospital for the F.R.C.s. The appointment 
is for 1 year in the first instance and may be renewed for a 
further year. 

Applications, giving age, qualifications, present and previous 
appointments with dates, together with names and addresses 
of 3 referees, should be sent to the Secretary, Sheffield Regional 
Hospital Board, Fulwood House, Old Fulwood-road, Sheffield, 10, 
to arrive not later than 23rd February, 1953. 

LINCOLN COUNTY HOSPITAL. (200 Beds.) Applica- 
tions are invited for an approved pre-registration post in 
Medicine at the above Hospital, vacant immediately. 
Apply with full partic ag to— 
R. . Howick, Group Secretary, 

Lincoln No. ‘ Hospital Management Committee. 
LINCOLN. ST. GEORGE’S HOSPITAL, Long Leys- 
road, (150 Beds.) LINCOLN NO. L HOSPITAL MANAGEMENT 
COMMITTEE. Applications are invited for the post of RESIDENT 
MEDICAL OFFICER (Junior Hospital Medical Officer grade), 
at the above Hospital, vacant 10th March, 1953. Married 
quarters are available. 

Applications, stating age, qualifications and experience, 
together with copies of 3 recent testimonials, should be forwarded 
to the undersigned as soon as possible. 

Rh. W. Howick, Group Secretary. 

County Hospital, Lincoln. 
LLANELLY HOSPITAL. (164 Beds.) Glantawe Hospital 
MANAGEMENT, COMMITTEE. Applications are invited from 
registered medical practitioners for the resident appointment 
of JUNIOR HOSPITAL MEDICAL OFFICER at the above 
Hospital, for work in the Medical and Anesthetic Units. 

Applications, stating age, qualifications and experience, should 
be forwarded to ©. C, HOWELLS, Secretary, 

Glantawe Hospital Management Committee. 

St. Helen’s-road, Swansea. 

LOUTH, LINCS. COUNTY INFIRMARY. (200 Beds.) 
Applications are invited for the post of HOUSE OFFICER 
(obstetrics, gynecology and some other duties) which is now 
vacant at this busy General Hospital. A deduction of £100 p.a. 
will be made for residential emoluments. 

Applications, giving full particulars, together with names of 
2 referees, to be addressed to the Hospital Secretary. 
LUTON AND DUNSTABLE HOSPITAL, Luton, Beds. 
Applications are invited for the appointment of HOUSE 
SURGEON for Accident Service and Casualty. The post will 
be for 6 months in the first instance, and is now vacant. 

Applications, statifig age, nationality, qualifications, and 

experience, together with copies of 3 recent testimonials, should 
be sent to the Secretary, immediately. 
MAIDSTONE. WEST KENT GENERAL HOSPITAL. 
(135 Beds.) MID-KENT HOSPITAL MANAGEMENT COMMITTER. 
Applications are invited for the pre-registration post of HOUSE 
SURGEON. Post vacant March, 1953. Salary at the rate of 
£350 a year ; a deduction at the rate of £100 a year is made in 
respect of board and lodging and other services provided. 

Applications should be forwarded as soon as possible to the 

Administrative Officer at the Hospital. 
MAIDSTONE. WEST KENT GENERAL HOSPITAL. 
(135 Beds.) MID-KENT HOSPITAL MANAGEMENT COMMITTEE. 
Applications are invited for the appolftments 

a SENIOR HOU SE SURGEO Post recognised for the 

(Eng.). 

RECEIV ING ROOM OFFICER. 
Salary in each appointment wiil be £670 a year with deduction 
of £150 a year for residential emoluments. 

Applications to the Aaministrative Officer at the Hospital as 
soon as possible. 


MIDDLESBROUGH (near). POOLE HOSPITAL, Nun- 
THORPE. (318 Beds.) Applications are invited for the post of 
SENIOR HOUSE OFFICER. Salary £670 p.a., conditions of 
service being in accordance with the Ministry of Health regula- 
tions The Hospital is a modern one having a very active 
Thoracic Surgical Unit. 

Applications, with copies of 2 recent testimonials, should be 
forwarded to the Physician- -Superintendent, Poole Hospital, 
Nunthorpe, Middlesbrough, immediately. 
MANCHESTER (near), ALTRINCHAM. ST. ANNE’S 
HOSPITAL. (53. Beds—recognised for D.L.O. examination. 
Staffed by Manchester Consultants.) NORTH AND MID-CHESHIRE 
HOSPITAL MANAGEMENT COMMITTEE. SENIOR HOUSE 
OFFICER (non-resident), E.N.T. Post offers excellent oppor- 
tunities of practical experience to suitably qualified Ofticer, 
and is tenable for 12 montbs. Salary £670 p.a., and Ministry 
of Health conditions of service. 

Applications, stating age, qualifications, &c., to the Group 
Secretary, North and Mid-Cheshire Hospital Management 
Committee, The Hospital, Sinderland-road, Altrincham, Cheshire. 
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MANCHESTER REGIONAL HOSPITAL BOARD. North 
MANCHESTER HOSPITAL MANAGEMENT COMMITTER. Applications 
are invited for the appointment of REGISTRAR (radiology) 
for duties mainly at C Jrumpsall Hospital and also at Booth Hall 
and Monsall Hospitals in the Manchester Babies’ and Children’s 
Group. 

Applications, stating age, nationality, details of qualifications 
and experience (both with dates), along with names and addresses 
of 2 referees, to be received by the undersigned on or before 
23rd February, 1953. A. T. SAMPSON, Group Secretary. 

Crumpsall Hospital, Manchester, 8. 

MANCHESTER. UNITED MANCHESTER HOSPITALS. 
MANCHESTER ROYAL INFIRMARY, MANCHESTER, 13. SENIOR 
HOUSE OFFICER to the Department of Hematology, vacant 
on Ist April, 1953. Whole-time, non-resident post. Appoint- 
ment for 6 months, renewable for a second, and possibly a third 
6 months. Salary £670 p.a. 

Applications to be made on forms obtainable from the under- 
signed and to be returned not later than 21st February. 1953. 

G. H. TAYior., Secretary. 

MANCHESTER. UNITED MANCHESTER HOSPITALS. 
MANCHESTER ROYAL INFIRMARY, MANCHESTER, 13. SENIOR 
SURGICAL HOUSE OFFICER, to commence as soon as 
possible. Whole-time surgical training post. Duties include 
those of Orthopedic Casualty Officer, Outpatient Junior Surgical 
Registrar and Senior House Officer to a Surgical Unit. The 
appointment is for 6 months, renewable for a second 6 months, 
at a salary of £670 p.a. 

Applications to be made on forms obtainable from the under- 
signed and to be returned not later than 21st February, 1953. 

G. H. TAYLOR, Secretary. 
MANCHESTER. UNITED MANCHESTER HOSPITALS. 
MANCHESTER ROYAL INFIRMARY, MANCHESTER, 13." REGISTRAR 
to the Department of Cardiology, to commence as soon as 
possible. Whole-time non-resident post, tenable for 12 months, 
renewable for a further 12 months. 

Applications to be made on forms obtainable from the under- 
signed and to be returned not later than 28th February, 1953. 

G. H. TAYLOR, Secretary. 
MANCHESTER. WEST MANCHESTER HOSPITAL 
MANAGEMENT COMMITTEE. Applications are invited from 
registered medical practitioners for the following posts which 
are now vacant :— 
Park Hospital, Davyhu!me (General Hospital—426 Beds) 

SENIOR HOUSE OFFICER (non-tuberculous thoracic 

surgery) for Manchester Regional Hospital Board Centre. 

HOUSE OFFICER (general surgery) with some duties in 

E.N.T. work. 

Vacancies occur periodically in the various departments at 
Park Hospital and House Officers are eligible for appointment to 
another specialty at the end of the original term of service when 
such vacancies occur. 

ae and Patricroft Hospital (General Hospital—72 
eds ) 

HOUSE OFFICER. 

The work of the Hospital is mainly surgical and there is a busy 
Outpatient Department. 

Salaries for House Officer posts £350-£450 p.a.. according to 
experience, plus £50 p.a. for*the post at Eccles and Patricroft 
Hospital. £100 p.a. deduction for residential accommodation 
and services. 6 months appointments. 

The Senior House Officer appointment will be for 12 months 
at a salary of £670 p.a., less £155 p.a. for residential accom- 
modation and services. 

Application forms from the Secretary, Park Hospital, Davy- 

hulme. Manchester. 
MANSFIELD (near), NOTTS. HARLOW WOOD ORTHO- 
PH HOSPITAL. (340 Beds.) Applieations are invited from 
rezistered medical practitioners for the posts of RESIDENT 
SENIOR HOUSE OFFICERS. The posts are recognised for 
examination purposes by the Royal College of Surgeons. 

Applications, with references or names of referees, to Secretary, 

Nottingham No. 5 Hospital Management Committee, Harlow 
Wood, near Mansfield, Notts. 
MARS FON GREEN MATERNITY HOSPITAL, Berwicks- 
lane, MARSTON GREEN, near BIRMINGHAM. HOUSE SURGEONS 
(obstetrics) required. Posts vacant Ist March, and Ist May, 
1953. 140 maternity beds and 10 gynecological beds. Also 
14-Cot Prem iture Baby Unit. Post recognised for Diploma, and 
Obstetric paré of Membership of Royal College of Obstetricians 
and Gywecologists. Hospital affiliated to Birmingham Medical 
School for training of students. 

Applications, stating age, nationality and experience, accom- 

panied by copies of 3 recent testimonials, to the Secretary, 
Hospital Management Committee, Dudley Road Hospital, 
Birmingham, 18. 
MEXBOROUGH. MONTAGU HOSPITAL. Sheffield 
REGIONAL HOSPITAL BOARD, Applications are invited from 
rezistered medical practitioners for the resident whole-time post 
of SURGICAL REGISTRAR to the above Hospital. The 
appointment is for 1 year in the first instance and may be 
renewed for a further year. 

Applications, giving age, qualifications, present and previous 

appointments with dates, together with names and addresses 
of 3 referees, should be sent to the Secretary, Sheffield Regional 
Hospital Board, Fulwood House, Old Fulwood-road, Sheffield, 10, 
to arrive not later than 23rd February, 1953. 
NEWCASTLE REGIONAL HOSPITAL BOARD. North 
WEST DURHAM HOSPITAL MANAGEMENT COMMITTEE, REGISTRAR 
SURGEON (whole-time), resident, for Shotiey Bridge Hospital 
(580 Beds). Appointment up to 3lst August, 1954, in the first 
instance, and may be renewed for a further year. Salary scale 
£775-£890. 

Applications, together with names and addresses of referees 
(preferably) or testimonials to a_total of 3, to be sent to the 
Senier Administrative Medical Officer, ‘*‘ Blythswood South,” 
Osborne-road, Newcastle upon Tyne, 2, within 10 days. 
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NEWCASTLE REGIONAL HOSPITAL BOARD. West 
CUMBERLAND HOSPITAL MANAGEMENT COMMITTEE GROUP. 
REGISTRAR SURGEON (whole-time) required for general 
surgery at Workington Infirmary, approximately 90 Beds. 
The appointee will work under the direction of the 2 Consultant 
Surgeons. A wide variety of elective major surgery is undertaken, 
also major emergency surgery and casualty work. Appointment 
up to $list August, 1954, in the first instance, and may be 
continued for a further year. Failing suitable applications from 
Registrars, applications will be considered from Senior Registrars 
who have completed their training, and who wish to hold such 
a Resident Surgical Officer post in a temporary capacity at 
senior Registrar salary. 

Applications, together with names and addresses of referees 
(preferably), or testimonials to a total of 3, to be sent to the 
Senior Administrative Medical Officer, ** Blythswood South,” 
Osborne-road, Newcastle upon Tyne, 2, within 10 days. 


NEWCASTLE REGIONAL HOSPITAL BOARD. New- 
CASTLE HOSPITAL MANAGEMENT COMMITTEE GROUP. REGISTRAR 
ANAESTHETIST (whole-time), required at the Newcastle 
General Hospital (890 Beds). Appointment up to 3lst August, 
1954, in the first instance, and may be renewed for a further 
year. Facilities are available for training for the D.A. Salary 
scale £775—-£890. 

Applications, together with names and addresses of referees 
(preferably), or testimonials to a total of 3, to be sent to the 
senior Administrative Medical Officer, ‘** Blythswood Southb,’” 
Osborne-road, Newcastle upon Tyne, 2, within 14 days. 


NEWCASTLE GENERAL HOSPITAL. (862 Beds.) 
NEWCASTLE UPON TYNE HOSPITAL MANAGEMENT COMMITTEE. 
HOUSE SURGEON (1), General Surgical Wards. 

Forms of application, obtainable from the Secretary, New- 
castle General Hospital, Westgate-road, Newcastle upon Tyne, 4, 
should be returned, with 1 copy of 2 recent testimonials, as 
soon as possible. 


NEWPORT, I.W. ST. MARY’S HOSPITAL. Casualty 
OFFICER (Senior House Officer), vacant March. Salary £670, 
less £130 for accommodation and services. 

Applications to Chief Administrative Officer, Clatterford 
House, Carisbrooke, I.W., with copy testimonials. 


NORTH RTH CHAILEY, SUSSEX. THE HERITAGE CRAFT 
SCHOOLS AND HOSPITALS. MID-SUSSEX HOSPITAL MANAGEMENT 
COMMITTEE. SENIOR HOUSE OFFICER required for 300-Bed 
Children’s Orthopedic Unit, with Orthopedic Clinics. Good 
experience for long-term orthopedic and pediatric work. 1 
years previous house appointments essential. Post vacant 
22nd February, 1953. Salary under National Health Service 
regulations. 

Applications, with 2 referees’ names, should be forwarded to 
the Medical Administrator at the above address. 
NOTTINGHAM AND MIDLAND EYE INFIRMARY. 
HOUSE SURGEON (resident) required at the above Infirmary. 
Salary and conditions of service in accordance with the pablished 
conditions of the Ministry of Health. Duties to commence 
immediately. This post is recognised for the ID.0O.M.8. 
examination. 

Applications, stating age, qualifications, and experience, 
together with copies of testimonials, to be sent to— 

H. M. STANLEY, Secretary, 
Nottingham No. 1 Hospital Management Committee. 
General Hospital, Nottingham. 


NOTTINGHAM. CITY HOSPITAL. (837 Beds.) Appli- 
cations are invited for the post of SENIOR HOUSE OFFICER 
to the Department of Thoracic Surgery. Post vacant 15th 
March, 1953. Salary £670 p.a., less £130 p.a. for residential 
emoluments. The appointment will be for 1 year. 

Applic ations, stating age, nationality, qualifications, and 

experience, toge ther with copies of not more than 3 testimonials, 
to be submitted immediately to the Hospital Secretary, City 
Hospital, Hucknall-road, Nottingham. 
NOTTINGHAM GENERAL HOSPITAL. Applications 
are invited from registered medical practitioners (Male or Female > 
for the post of RESIDENT SENIOR AN-ESTHETIC HOUSE 
OFFICER ; duties to commence on or about Ist March, 1953. 
Terms and conditions of service in accordance with the published 
regulations of the Ministry of Health. £150 deducted for resi- 
dential emoluments. 

Applications, stating age, qualifications and experience, 
together with copies of testimonials, to be sent to the undersizned 
as soon as possible. HENRY M. STANLEY, Group Secretary. 
NOTTINGHAM GENERAL HOSPITAL. Applications 
are invited from registered medical practitioners for the post of 
RESIDENT SENIOR HOUSE OFFICER for the Casualty 
Department. Salary (less £150 emoluments) and conditions of 
service in accordance with those laid down by the Ministry 
duties to commence as soon as possible. 

Applications, stating age, qualifications and experience, 
together with copies of testimonials, to be sent to— 


General Hospital, Nottingham. HENRY M. STANLEY. 
NOTTINGHAM. NEWARK HOSPITAL. Sheffield 
REGIONAL HOSPITAL BOARD. Applications are invited from 


registered medical practitioners for the resident whole-time post 
of SURGICAL REGISTRAR to the above Hospital. The 
appointment is for 1 year in the first instance, and may be 
renewed for a further year. 

Applications, giving age, qualifications, present and previous 
appointments with dates, together with names and addresses 
of 3 referees, should be sent to the Secretary, Shetleld Regional 
Hospital Board, Fulwood House, Old Fulwood-road, Shetfield. 
10, to arrive not later than 23rd February, 1953. aid 
NUNEATON. GEORGE ELIOT HOSPITAL. (289 Beds.) 
PADIATRIC HOUSE PHYSICIAN required (35 Beds). Post 
recognised for D.C.H. and includes supervision of babies in 
Maternity Ward. Approved as pre-registration appointment. 

Applications to the Medical Superintendent. 
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PENZANCE. WEST CORNWALL HOSPITAL. 

—100 Beds.) WEST CORNWALL HOSPITAL MANAGEMENT COM- 

MITTEK. Applications are invited from registered medical 
ractitioners for the post of CASUALTY HOUSE SURGEON. 
‘ost now vacant. 

Applications, stating age, nationality, qualifications, and 
experience. and enclosing copies of 2 recent testimonials. should 
be forwarded to the Hospital Secretary, West Cornwall Hospital, 
Penzance. 

PLYMOUTH CLINICAL AREA. The Board of Governors 
OF THE UNITED BRISTOL HOSPITALS AND THE SOUTH-WESTERN 
REGIONAL HOSPITAL BOARD. Applications are invited by the 
above Boards from registered medical practitioners for the joint 
appointment of REGISTRAR in E.N.T. Surgery. Applicants 


(General 


should have had previous experience in E.N.T. Surgery. The 
appointment will be held for lL year in the first instance. and be 
renewable for a further year. The successful candidate will be 


required to work for the ‘first year at the South Devon and East 
Cornwall Hospital, Plymouth. 

Applications (12 copies), stating date of birth, 
and experience, together with 12 copies of 
the names and addresses of 2 referees, should be sent to the 
secretary of the Regional Hospital: 27, Tyndalls Park-road, 
Bristol, 8, not later than 28th February, 1953. 

PLYMOUTH. SOUTH DEVON AND EAST CORNWALL 
HOSPITAL. Applications are invited from registered medical 
practitioners for the appointments of :— 

(1) SENIOR HOUSE OFFICER to the E.N.T. Department 
of the Plymouth Hospitals, vacant immediately. 

(2) SENIOR HOUSE OFFICER in Surgery, Greenbank 
Road Section, vacant 13th March, 1953, recognised for the 
Fellowship of the Royal College of Surgeons. 

(3) RESIDENT ANASTHETIST, Gree Road Section, 
vacant immediately, recognised for the D.A 

(4) HOUSE SURGEONS. Greenbank Road Section, vacancies 
13th March, 8th and 20th April, 1953, recognised for the Fellow- 
ship of the Royal College of Surgeons. 

(5) SENIOR HOUSE OFFICER in 
Fields Section, vacant immediately. 

(6) PAXDIATRIC HOUSE PHYSICIAN, Freedom 
section, vacant 6th April, 1953, recognised for the D.C. 

(7) HOUSE SURGEON, Freedom Fields Section, ‘vacant 
22nd February, 1953, recognised for the Fellowship of the 
Royal College of Surgeons. 

(8) HOUSE SURGEON in 
(Alexandra Maternity Home, 
1953. 


qualifications 
2 testimonials, and 


Freedom 


Fields 


Anesthetics, 


Obstetrics 


and Gynecology, 
Devonport, 


vacant 14th May, 


Applications, stating age, nationality, qualifications and 
experience with the names of 3 referees, to be sent to the under- 
signed as soon as possible. 

ARTHUR R. CasH, Group Secretary. 
7, Nelson-gardens, Devonport. 
PLYMOUTH. SOUTH DEVON AND EAST CORNWALL 
HOSPITAL, DEPARTMENT OF OBSTETRICS AND GYNAECOLOGY. 
Applications invited from registered medical practitioners for 
the of :— 
OUSE SURGEON 
set May, 1953. 
(2) HOU SE SURGEON 
14th May, 1953. 

Recognised for the Membership of the Royal College of Obstet- 
ricians and Gynecologists. Vide experience can be obtained 
in obstetrics, including antenatal and postnatal clinics. 

Applications, stating age, nationality, qualifications and 
experience, together with 3 recent testimonials, should be sent 
to ARTHUR R. CasH, Group Secretary. 

7, Nelson-gardens, Devonport. 

PLYMOUTH. SOUTH DEVON AND EAST CORNWALL 
HOSPITAL, DEPARTMENT OF OBSTETRICS AND GYNASCOLOGY. 
Applications invited from duly qualified and registered medical 
practitioners for the appointment of RESIDENT OBSTET- 
RICAL OFFICER (Senior House’ Officer grade), vacant 
Ist April, 1953. There will be additional duties at the Flete 
Maternity Home and the Alexandra Maternity Home, which 
are parts of the Department. Candidates should have had 
considerable experience in a department of obstetrics and 
gynecology. The appointment will be for a period of 12 months 
and is renewable. Salary £670 p.a. Terms and conditions of 
service are in accordance with the National Health Service 
terms. The post is recognised by the Royal College of Obstet- 
ricians and Gynecologists for the Membership examination 
ef the College. 

Applications, stating age, nationality, qualifications and 
experience, together with the names and addresses of 3 referees, 
should be sent to— 

ARTHUR R. CASH, Group Secretary, Plymouth, 
South Devon and East Cornwall General Hospital Group. 
7, Nelson-gardens, Devonport. 
PORTSMOUTH GROUP HOSPITAL MANAGEMENT 
COMMITTEE. Applications are invited for the following appvint- 
ments 
Saint Mary’s Hospital (general hospita with 150 acute 
surgical beds and 4 acute medical beds) which is recog- 
nised for the F.R.C 
1 = HOUSE PHYSICIAN, vacant 26th February, 


1 HOU SE PHYSICI AN, vacant 6th February. 
1 HOUSE SURGEON. 
Royal Portsmouth Hospital (60 medical and 70 surgical 
beds) 
2 HOUSE SURGEONS, vacant now and 16th February. 
Queen Alexandra Hospital (40 medical beds) 
1 SENIOR HOUSE PHYSICIAN, vacant now. 
Chest Services (160 Beds) 
1 HOUSE PHYSICIAN, vacant now. 
Applications, stating age, experience, and qualifications, and 
names of 2 referees, should be submitted as soon as 4-4 to— 
35. Grove-road South, Southsea. - HURST. 


(second or third post), vacant 


(second or third post), vacant 


PORTSMOUTH GROUP HOSPITAL MANAGEMENT 
COMMITTEE. SAINT MARY’S HOSPITAL. (773 Beds.) Applications 
are invited for the appointment of SENIOR HOUSE OFFICER 
(Casualty Department). 

Applications, stating age, experience, and qualifications, and 
names of 2 referees, should be submitted as soon as possible to- 

35, Grove-road South, Southsea. E. H. Hurst. 
PORTSMOUTH GROUP HOSPITAL MANAGEMENT 
COMMITTEE. Applications are invited for the following appoint- 

nt Mary’s Hospital (773 Beds) 

PE DI ATRIC HOUSE PHYSIC IAN, now vacant. There is a 
Peediatric Unit of 53 Beds, together with responsibility for 60 
neonatal cots, and the post is recognised for candidates preparing 
for the D.C.H. 

Applications, stating age, experience, and qualifications, 
a ames of 2 referees, should be submitted as soon as possible 

HURST. 

° 35 9, Grove-road South, Southsea. 

PORTSLADE. FOREDOWN HOSPITAL for Infectious 
Diseases. (60 Beds—2 Medical Officers.) JUNIOR HOSPITAL 
MEDICAL OFFICER (non-resident) at above Hospital which 
serves Brighton, Hove, and the surrounding area, now vacant. 
Salary £700—£50-£1000. The post will include duties to be 
arranged at other hospitals in the Group. 

Applications, stating age, qualifications, nationality, previous 
posts held, with names of 2 referees, to Administrative Officer, 
Brighton and Lewes Hospital Management Committee, Hove 
General Hospital, S Hove, 3, as soon as possible. 


Sackville-road, 
RAMSGATE. THE GENERAL HOSPITAL. (101 Beds.) 
Applications are invited for the post of SENIOR HOUSE 
OFFICER (surgical), which will be for 1 year and is recognised 
for the F.R.C.S.and D.A. Salary £670 p.a., subject to deduction 
of standard ¢ harge for residential emoluments. 

Applications, stating age, and qualifications, together with 

copies of 2 recent testimonials, should be sent as soon as possible 
to the Hospital Secretary. 
READING AREA HOSPITALS. Applications are invited 
for the post of SENIOR HOUSE OFFICER (pathology), 
vacant immediately. Deduction, if resident, £100. Previous 
experience in pathology desirable but not essential. 

Apply, stating age, qualifications with dates, nationality, 

present post, together with copies of recent testimonials, to 
Group Secretary, 3, Craven-road, Reading. 
REDHILL COUNTY HOSPITAL, Earliswood Common, 
REDHILL, SURREY. REDHILL GROUP HOSPITAL MANAGEMENT 
COMMITTEE. REGISTRAR in Clinical Pathology required at 
Group Laboratory. Visits by arrangement with Group 
Pathologist. 

— forms obtainable from Group Secretary at above 

address. 
ROCHDALE AND DISTRICT HOSPITAL MANAGE- 
MENT COMMITTEE. RESIDENT CLINICAL PATHOLOGIST 
(Senior House Officer grade). Applications are invited for the 
above appointment in the Department of Pathology in the 
Rochdale and District Group of hospitals, vacant immediately. 
The duties will consist mainly of clinical pathology also general 
and emergency work and supervision of the blood banks. 
Previous experience in pathology is not essential. Salary will 
be £670 p.a., less the appropriate charge for board, lodging, and 
services provided. 

Applications, stating nationality, age, qualifications and 
experience, together with the names of 2 referees, should be 
forwarded immediately to the Group Secretary, Rochdale and 


District Hospital Management Committee, Central Offices, 
Birch Hill Hospital, Réchdale. = 
ROTHERHAM. MOORGATE GENERAL HOSPITAL. 


SHEFFIELD REGIONAL HOSPITAL BOARD. Applications are invited 
from registered medical practitioners for the resident whole-time 
post of REGISTRAR (amesthetics) to the above Hospital, which 
is a recognised training hospital for the D.A. The appointment 
is for 1 year in the first instance and may be renewed for a further 
year. 

Applications, giving age, nationality, qualifications, present 
and previous appointments with dates, together with names and 
addresses of 3 referees, should be sent ‘to the Sec retary, Sheffield 
Regional Hospital Roard, Fulwood House, Old Fulwood-road, 
Sheftield, 10, to arrive not Jater than 16th February, 1953. 


ROMFORD, ESSEX. VICTORIA HOSPITAL. (91 Beds.) 
Applications are invited from registered medical practitioners 
(Male) for the post of RESIDENT HOUSE SURGEON, vacant 
from 6th March, 1953. 6 months appointment. 

Applications, stating age, nationality, qualifications with 
dates, and experience, together with copies of 2 recent testi- 
monials or names of 2 referees, should be sent immediately to the 
Secretary, Romford Group Hospital Management Committee, 
Oldeburch Hospital, Romford. i 
ROMFORD, ESSEX. VICTORIA HOSPITAL. (91 Beds.) 
Applications are invited from registered medical practitioners 
(Male) for the post of RESIDENT HOUSE PHYSICIAN 
vacant from Ist March, 1953. The duties will include experience 
in gynecology. 6 months appointment. 

Applications, stating age, nationality, qualifications with 
dates, and experience, together with copies of 2 recent testi- 
monials or names of 2 re ferees, should be sent immediately to 
the Secretary, Romford Group Hospital Management Committee, 
Oldehurch Hospital, Romford. xa 
ROMFORD, ESSEX. RUSH GREEN HOSPITAL. (247 
Beds.) Applications are invited from registered medica] practi- 
tioners (Male) for the post of RESIDENT HOUSE OFFICER 
(genera) surgery) at the above Hospital. 6 months Hp ea 
Post is recognised for pre-registration purposes and for F.R.C.S. 

Applications, stating age, nationality, qualifications with 
dates, and experience, together with copies of 2 recent testi- 
monials or names of 2 referees, should be addressed immediately 


to the Medical Superintendent. 
61 
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ROMFORD, ESSEX. RUSH GREEN HOSPITAL. (247 
Beds.) Applications are invited from registered medical practi- 
tioners for the post of RESIDENT SENIOR HOUSE OFFICER 
(aneesthetics) at the above Hospital. Good expe nee in anees- 
thetics for general surgery, gynecology, and E.N.T. Modern 
equipment. 

Applications, stating age, nationality, qualifications with 
dates, present appointment, and experience, should be addressed 
to the Medical Superintendent as soon as possible. Applicants 
may see the Hospital by arrangement (Telephone No. Romford 
7711). 

RUGBY. HOSPITAL OF ST. CROSS AND ST. MARY’S 
HOSPITAL. HOUSE SURGEON for Obstetric (50 Beds) and 
Gynecological (12 Beds) Departments. Required Ist March. 

Applications, with copy testimonials, to Hospital Secretary, 
Hospital of St. Cross, Rugby. 
RUGBY. HOSPITAL OF ST. CROSS. House Physician 
required 22nd March for Adult Medical Unit and Children’s 
Ward. Pre-registration post. 

Applications, with copy testimonials, to Hospital Secretary. 
SALISBURY GENERAL HOSPITAL. Salisbury Group 
HOSPITAL MANAGEMENT COMMITTEE. Applications are invited 
for the appointment of RESIDENT HOUSE SURGEON or 
SENIOR HOUSE OFFICER to the Orthopedic Department. 
Post vacant Ist March, 1953, and is graded according to experi- 
ence. 

Apply immediately, naming 2 referees, to Group Secretary, 
Odstock Hospital, Salisbury. 

SALISBURY GENERAL HOSPITAL. Applications are 
invited for the appointment of RESIDENT HOUSE SURGEON 
for a period of 6 months from 28th February, 1953. 

Apply, naming 2 referees, to Group Secretary, Salisbury 

Group Hospital Management Committee, Odstock Hospital, 
Salisbury. 
SALISBURY GROUP HOSPITAc MANAGEMENT 
COMMITTEE. SOUTH WEST METROPOLITAN REGIONAL HOSPITAL 
BOARD. Applications are invited for the appointment of 
REGISTRAR for the Area Pathological Service based on the 
Salisbury General Infirmary. Residential quarters may be 
available and the post is vacant Ist May, 1953. 

Further details and application forms obtainable from, and 
must be returned to, the Group Secretary, Odstock Hospital, 
Salisbury, within 14 days of the appearance of this advertisement, 
SALISBURY. PLASTIC AND ORAL SURGERY CENTRE, 
ODSTOCK HOSPITAL, SALISBURY GROUP HOSPITAL MANAGEMENT 
COMMITTEE. Applications are invited for the post of RESIDENT 
SENIOR HOU SE OFFICER (surgical). The post is now 
vacant and tenable for 1 year. Experience can. be gained in the 
plastic aspects of general surgery, maxillo-facial surgery and 
burns, Applicants should have held previous house appoint- 
ments. Salary £670 p.a. 

Apply, giving names of 2 referees, to Group Secretary, Odstock 

Hospital, Salisbury, Wilts. 
SCOTLAND. SOUTH-EASTERN REGIONAL -HOS- 
PITAL BOARD. Applications are invited for the appointment of 
SENIOR REGISTRAR in Neurosurgery in the Royal Infirmary 
of Edinburgh. The post is superannuable and the conditions 
of service are in accordance with the regulations. 

Applications (10 copies), giving particulars of age, previous 
experience, and qualifications, together with the names of 2 
referees, should be submitted to the Secretary, South-Eastern 
Regional Hospital Board, 11, Drumsheugh-gardens, Edinburgh, 
3, within 30 days. =! 
SCOTLAND. SOUTH-EASTERN REGIONAL HOS- 
PITAL BOARD. Applications are invited for the appointment of 
REGISTRAR in the Regional Pool of Aneesthetists based on the 
Royal Infirmary of Edinburgh. The post is superannuable 
and the conditions of service are in accordance with the 

regulations. 

Applications (8 copies), giving particulars of age, previous 
experience and qualifications, together with the names of 2 
referees, should be submitted to the Secretary, South-Eastern 
Regional Hospital Board, 11, Drumsheugh-gardens, Edinburgh, 
3, within 30 days. 

STOCKTON-ON-TEES. SEDGEFIELD GENERAL 
HOSPITAL, (338 Beds.) SEDGEFIELD HOSPITAL MANAGEMENT 
COMMITTEE. Applications are invited for the appointment of 
— HOUSE OFFICER (Anvsthetist), full Consultant 
staf 

Applications, stating age, and qualifications, together with 
the names of 2 referees, to the Group Secretary, Sedgefield 
Hospital Management Committee, Sedgefield General Hospital, 
Sedgefieti, Stockton-on-Tees, Co. Durham, as soon as possible. 


SHEFFIELD. CITY GENERAL HOSPITAL. (Recognised 
for F.R.C.S. England.) Applic ations are invited for the resident 
appointment of HOUSE SURGEON (general surgery—recog- 
nised pre-registration post), vacant Ist April, 1953. 

Applications, giving full details of age, nationality, qualifica- 

tions, present and previous appointments with dates, and the 
names of 2 persons to whom reference may be made, should be 
forwarded to W. STANSFIELD at Nether Edge Hospital, 
Sheffield, 11, not later than 20th February, 1953. 
SHEFFIELD. CITY GENERAL HOSPITAL. Applications 
are invited for the post of RESIDENT HOUSE PHYSICIAN 
(recognised pre-registration post) at the above Hospital and 
Fir Vale Infirmary, vacant Ist April, 1953. Acute medical cases 
are admitted to the City General Hospital and geriatric experi- 
ence is provided at Fir Vale Infirmary. The appointment will 
give special opportunity for the study ‘of diseases of the chest. 
Undergraduate and postgraduate teaching is undertaken in the 
Medical Department. 

Applications, giving full details of age, qualifications, and 
experience with dates, and the names of 2 persons to whom 
reference may be made, should be forwarded to the undersigned 
at Nether Edge Hospital, Sheffield, 11, not later than 20th 
February, 1953. W. STANSFIELD, Secretary. 
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SHEFFIELD. MIDDLEWOOD HOSPITAL. Sheffield 
REGIONAL HOSPITAL BOARD. Applications are invited from 
registered medical practitioners for the whole-time post of 
REGISTRAR (psychiatry) to the above Hospital (which is 
a recognised training hospital for the D.P.M.) and associated 
Mental Deficiency Institutions. Residential accommodation is 
available. 

Applications, giving age, nationality, qualifications, present 
and previous appointments with dates, together with names 
and addresses of 3 referees, should be sent to the Secretary, 
Sheftield Regional Hospital Board, Fulwood House, Old Fulwood- 
road, Sheffield, 10, to arrive not later than 16th February, 1953. 


SHEFFIELD REGIONAL HOSPITAL BOARD. Applica-~ 
tions are invited for the a of Whole-time JUNIOR 
HOSPITAL MEDICAL ‘FICER at the Regional Blood 
Transfusion Centre, Northfield-road, Sheffield, 10. Applicants 
should have had previous clinical experience. The appointment 
affords scope in all aspects of blood transfusion work and 
serology, including research. 

Applications, giving age, qualifications, present and previous 
appointments with dates, together with names and addresses 
of 3 referees, should be sent to the Secretary, Sheftield Regional 
Hospital Board, Fulwood House, Old Fulwood-road, Sheffield, 
10, to arrive not later than 16th February. 1953. 
SHEFFIELD REGIONAL HOSPITAL BOARD. Regional 
BLOOD TRANSFUSION SERVICE. A number of registered medical 
practitioners are required for occasional work with mobile 
teams from the Shetfield Blood Transfusion Centre at blood- 
collecting sessions within the Sheffield Regional Hospital Board’s 
Area. Payment for this work is on a sessional basis, the rate of 
£1 1s. for an hour or part of an hour with a maximum of £3 3s. 
per session, plus mileage allowance where appropriate. 

Interested persons residing in the counties of Derbyshire, 
Leicestershire, Lincolnshire, and Nottinghamshire, should com- 
municate with the Director, Regional Blood Tri insfusion Service, 
Northfield-road, Sheffield, 10. 

SHEFFIELD. THE UNITED SHEFFIELD HOSPITALS. 
Applications invited for RESIDENT SENIOR HOUSE 
OFFICER posts : 

Jessop Hospitalfor Women, Leavygreave-road, Sheffield, 3. 
Vacancies will occur on Ist April in the Obstetric and Gyneco- 
logical Departments. Salary £670 p.a. Apply immediately to 
the Superintendent. 

Royal Hospital, West-street, Sheffield, 1. Post vacant in 
Orthopedic Department. Apply immediately to the Super- 
intendent. 

Applications for the above posts should state age, qualifica- 
tions and experience, and enclose 3 references or copy 
testimonials. 

Applications invited for the non-resident post of REGISTRAR 
or SENIOR HOUSE OFFICER in Clinical Pathology. Grade 
according to experience. 

Applications, stating age, qualifications and experience, with 

the names of 3 referees, should be sent immediately to the Chief 
Administrative Oflicer, the United Shettield Hospitals, West- 
street, Sheffield, 1. 
SHREWSBURY. ROYAL SALOP INFIRMARY AND 
COPTHORNE HOSPITAL. (500 Beds.) Applications are invited for 
the post of RESIDENT ANAESTHETIST (House Officer grade), 
vacant immediately. Post recognised for the D.A. 

Applications, stating age, nationality, qualifications, and 
previous hospital appointments, together with copies of recent 
testimonials, should be sent to— 

J. P. MALLETT, Group Secretary, 

Shrewsbury Group Hospital Management Committee. 
Royal Salop Infirmary, Shrewsbury, 16th December, 1952. 


SOUTHAMPTON CHILDREN’S HOSPITAL. (Recog- 
nised by Conjoint Board for D.C.H.) HOUSE OFFICER 
required, post vacant 4th March, 1953. Salary, &c. as nationally 
advocated. Preference given to candidates intending to specialise 
in peediatrics. 

Applications, with copies of testimonials, to be submitted 
not later than 18th February to the Group Secretary, South- 
ampton Group Hospital Management Committee, Bullar-street, 
Southampton. 

SOUTHAMPTON GENERAL HOSPITAL. (80 surgical 
beds.) HOUSE SURGEON (resident) required immediately. 
Post recognised for F.R.C.S. and tenable for 6.months 

Applications, with copies of testimonials, should be forwarded 
as soon as possible to the Group Secretary, Southampton 
Group Hospital Management Committee,  Bullar-street, 
Southampton. 

SOUTHAMPTON. ROYAL SOUTH HANTS HOS- 
PITAL. (280 Beds—Recognised for F.R.C.8.) HOUSE SURGEON 
(resident) required immediately. Post tenable 6 months. 

Applications, with copies of recent testimonials, should be 
forwarded as soon as possible to the Group Secretary, South- 
ampton Group Hospital Management Committee, Buliar- street, 
Southampton. 
SOUTHAMPTON. ROYAL SOUTH HANTS HOSPITAL. 
(280 Beds.) ORTHOPASDIC HOUSE SURGEON required. 
Post tenable 6 months. This Hospital is the centre to which all 
trauma from a large industrial town and port is directed, thus 
providing excellent experience in the treatment of traumatic 
conditions ; patients with orthopedic conditions are also 
drawn from a wide area. 

Applications, with copies of testimonials, should be sent as 
soon as possible to the Group Secretary, Southampton Group 
Hospital Management Committee, Bullar-street, Southampton. 
SLOUGH. UPTON HOSPITAL. House Surgeon required 
for post vacant Ist March, 1953. Preference will be given to 
persons seeking a pre-registration House Officer post under 
Medical Act, 1950. Salary on national scale. 

Applications, stating age, experience, and qualifications, 


together with copies of recent testimonials, should be sent to 
the Hospital Secretary. 


: s 
te 
s 
it 
} 
I 
il 
8 
Ay 
| 
| 
| 
3 


THE LANCET] 


THE LANCET GENERAL ADVERTISER 


[FEeB. 7, 1953 


SLOUGH. UPTON HOSPITAL. Casualty Officer (House 
Officer grade) required for post vacant 18th February, 1953. 
Salary on national scale. 

Applications, stating age, experience, and qualifications, 

together witb copies of recent testimonials, should be sent to 
the Hospital Secretary. 
SWANSEA HOSPITAL. (403 Beds.) Glantawe Hospital 
MANAGEMENT COMMITTEE. Registered medical practitioners are 
invited to apply for the non-resident appointment of SENIOR 
HOUSE OFFICER in the Orthopedic Department of Swansea 
Hospital. The Hospital is recognised for Part II of the Diploma 
in Physical Medicine. 

Applications, stating age, qualifications and experience, 
should be addressed to— 

O. C. HOWELLS, Secretary, 

Glantawe Hospital Management Committee. 
_ St. Helen’s-road, Swansea. x 
ST. HELENS HOSPITAL, Marshalls Cross-road, St. 
HELENS. (196 Beds.) Applications are invited for the appoint- 
ment of RESIDENT HOUSE SURGEON. 6 months appoint- 
ment. Salary in accordance with the terms and conditions of 
service for medical staff. 

Applications, stating age, qualifications and experience, and 
giving 2 names for reference, should be forwarded to the under- 
signed as soon as possible. 

N. RICHARDS, Secretary, 
St. Helens and District Hospital Management Committee. 

Group Office, County Hospital, Whiston, near Prescot, Lanes. 


ST. ALBANS CITY HOSPITAL. (372 Beds.) Mid Herts 
GROUP HOSPITAL MANAGEMENT COMMITTEE. HOUSE 
PHYSICIAN (House Officer grade) required to 1 of the 2 
medical teams for duties mainly in the acute wards. Post 
vacant about 23rd February, 1953. Preference will be given 
to candidates seeking pre-registration post under the Medical 
Act, 1950. 

Applications, giving age, qualifications, and experience, 

together with the names of 2 referees, should be forwarded to 
the Group Secretary, St. Albans City Hospital, Normandy-road, 
St. Albans. 
ST. ALBANS CITY HOSPITAL, St. Albans, Herts. (372 
Beds.) Locum HOUSE PHYSICIAN (House Officer grade) 
required at the above Hospital for duties mainly in the Paediatric 
Department for the period 27th February—l16th March, 1953, 
inclusive of both dates. 

Applications, giving age, qualifications and experience, should 
be forwarded immediately to the Deputy Group Secretary, 
St. Albans City Hospital, Normandy-road, St. Albans, Herts. 
ST. ALBANS CITY HOSPITAL. (372 Beds.) North West 
METROPOLITAN REGIONAL HOSPITAL BOARD. Whole-time 
ANAESTHETIC REGISTRAR required at above Hospital. 
Post vacant Ist April, 1953. Hospital may be visited by direct 
appointment. 

Application forms obtainable from, and returnable to, Group 

Secretary, Mid Herts Group Hospital Management Committee, 
St. Albans City Hospital, Normandy-road, St. Albans, Herts, 
by 16th February, 1953. 
STAFFORD. STAFFORDSHIRE GENERAL INFIR- 
MARY. (159 Beds—Recovery Unit 32 Beds.) STAFFORD HOSs- 
PITAL MANAGEMENT COMMITTER. Applications are invited for 
the post of HOUSE SURGEON (Male or Female) ), vacant 
15th March. Post rec ognised for training for F.R.C.S. Eng., 
and for pre-registration service. 

Applications, giving full particulars, together with copies of 
3 recent testimonials, should be forwarded to— 

H. H. Jones, Group Secretary. 

13, Foregate-street, Stafford. 

STOCKPORT. STEPPING HILL HOSPITAL. (Recog- 
nised for D.Obst.R.C.O.G.) Applications are invited for the 
post of HOUSE OFFICER (obstetrics and gynecology). The 
post, which is resident, becomes vacant on Ist March, 1953, 
at the above Hospital, which provides 73 Beds for obstetrics 
and 26 Beds for gynecology. 

Applications, stating age, experience and qualifications, 
together with copies of 2 testimonials, or the names of 2 referees, 
to be forwarded to the ig ag forthwith. 

PRICE, Secretary, 
Stockport and Hospital Manage Committee. 

59B, Shaw-heath, Stockport, Cheshire, 28th January, 1953. 


STOKE-ON-TRENT. NORTH STAFFORDSHIRE 
ROYAL INFIRMARY. STOKE-ON-TRENT HOSPITAL MANAGEMENT 
COMMITTEE. Applications are invited for the post of HOUSE 
OFFICER (general surgery), vacant Ist March, 1953. The 
Hospital is recognised for F.R.C.S. examination and the post is 
recognised for experience during pre-registration period. 

Apply, with copy testimonials, stating age, nationality, and 
full details of previous services, to the Group Secretary, Hospital 
Management Committee, Princes-road, Stoke-on-Trent. 


STOKE-ON-TRENT. STANFIELD SANATORIUM, 
BURSLEM. (91 Beds.) STOKE-ON-TRENT HOSPITAL MANAGE- 
MENT COMMITTEE. Applications are invited from registered 
medical practitioners for the appointment of JUNIOR HOs- 
PITAL MEDICAL OFFICER at the Sanatorium. 

Applications, giving age, nationality, and full details of 

previous experience, together with copy testimonials, should 
be forwarded as soon as possible to the Group Secretary, Stoke- 
on-Trent Hospital Management Committee, Princes-road, 
Stoke-on-Trent. 
STOKE-ON-TRENT. CITY GENERAL HOSPITAL, 
STOKE-ON-TRENT HOSPITAL MANAGEMENT COMMITTEE. Applica- 
tions are invited for the post of HOUSE OFFICER (medical), 
now vacant. Post recognised for experience during pre-registra- 
tion period. 

Apply, with copy testimonials, stating age, nationality and 
full details of previous service, to the Group Secretary, Hospital 
Management Committee, Princes-road, Stoke-on-Trent. 


STOKE-ON-TRENT. CITY GENERAL HOSPITAL, 
STOKE-ON-TRENT HOSPITAL MANAGEMENT COMMITTEE. Applica- 
tions are invited for the post of HOUSE OFFICER (general 
surgery), 3 posts now vacant. Recognised for the F.R.C.S. 
examination. Posts recognised for experience during pre- 
registration period. 
Apply, with copy testimonials, stating age, nationality, and 
full details of previous service, to the Group Secretary, Hospital 
Management Committee, Princes-road, Stoke-on-Trent. 
STOKE-ON-THENT. BUCKNALL ISOLATION HOS- 
PITAL. STOKE-ON-TRENT HOSPITAL MANAGEMENT COMMITTEE. 
Applications are invited for the post of SENIOR HOUSE 
OFFICER (medical). 

Apply, with copy testimonials, stating age, nationality, and 
full details of previous service. to the Group Secretary, Hospital 
Management Committee, Princes-road, Stoke-on-Trent. 


TAPLOW, near MAIDENHEAD. CANADIAN RED 
CROSS MEMORIAL HOSPITAL. Applications are invited for the 
post of SENIOR HOUSE OFFICER to the Department of 
Pathology. The post offers scope for partic ipation in the routine 
work of all sections of the Department and in research under- 
taken by the Special Unit for Juvenile Rheumatism. The post 
will become vacant on 16th February, is resident, and is tenable 
for 1 year. Salary £670 p.a., less £120 for residential emoluments. 

Applications, stating age, full details of qualifications, and 

experience, together with copies of 3 recent testimonials, should 
be sent to the Hospital Secretary. 
TAPLOW, near MAIDENHEAD. CANADIAN RED 
CROSS MEMORIAL HOSPITAL. HOUSE PHYSICIAN required for 
post vacant 2nd March. Preference will be given to persons 
seeking a pre-registration House Officer post under the Medical 
Act, 1950. Salary on national scale. 

Applications, stating age, experience and qualifications, with 

dates, together with copies “of 2 testimonials, should be sent 
to the Hospital Secretary imme dit ately. 
TAUNTON HOSPITAL MANAGEMENT COMMITTEE. 
TAUNTON AND SOMERSET HOSPITAL. Applications are invited 
for the post of HOU SE SURGEON (general surgery). Post 
recognised for F.R.C. 

Applications, ssehiin age, qualifications with dates, and 
nationality, together with 2 recent testimonials, should be sent 
immediately to the Secretary, Musgrove Park Hospital, Taunton. 


TRURO. ROYAL CORNWALL INFIRMARY. (212 Beds 
—8 Residents.) WEST CORNWALE HOSPITAL MANAGEMENT 
COMMITTEE. Applications are invited for the combined pre- 
registration post of JUNIOR HOUSE PHYSICIAN AND 
HOUSE SURGEON (E.N.T. and Ophthalmic Departments). 

Applications, stating age, qualifications, and experience, with 
copies of 2 recent testimonials. to the Hospital Secretary. 


TUNBRIDGE WELLS GROUP HOSPITAL MANAGE- 
MENT COMMITTEE. PEMBURY HOSPITAL, PEMBURY. (624 Beds.) 
Applications invited for post of RESIDENT ANAESTHETIST 
(Senior House Officer). Post vacant in February, 1953, tenable 
for 12 months, recognised for D.A. examination. 

Apply Group Secretary, Sherwood Park, Pembury-road, 
Tunbridge Wells. 
WARRINGTON GENERAL HOSPITAL. (368 Beds.) 
Applications are invited — persons experienced in angesthetics 
for the post of RESIDENT ANAESTHETIST (Male or Female), 
graded as Senior House Officer. The Hospital is recognised for 
the D.A. examination. Salary is £670 p.a., less a deduction of 
£130 p.a. for residential emoluments. 

Applications, stating qualifications and experience, should 
be sent to— H. L. Boor, Group Secretary, 

Warrington and Disteict Hospital Manage ment ( ‘ommittee. 

c/o General Hospital, Warrington, Lancs. a 
WARWICKSHIRE. SOUTH WARWICKSHIRE HOS- 
PITAL GROUP (NO. 14). SENIOR HOUSE OFFICER (anes- 
thetics). Applications are invited from suitably qualified 
candidates for this appointment for duties mainly at the Warwick 
Hospital. The post becomes vacant at the end of May. Salary, 
terms and conditions of service in accordance with Ministry 
of Health terms and conditions of service 

Applications, stating age, qualific ations and experience, 
together with the names and addresses of 3 referees, should be 
forwarded to the undersigned as soon as possible. 

W. A. JAMES, Group Secretary. 

87, Radford-road, Leamington Spa. 
WARWICK (near), KING EDWARD VII MEMORIAL 
SANATORIUM, HERTFORD HILL. (Tuberculosis—239 Beds.) 
SOUTH WARWICKSHIRE HOSPITAL GROUP (NO. 14). Applications 
are invited for the post of SENIOR HOUSE OFFICER at the 
above Sanatorium, which is a modern building. All forms of 
therapy and medical surgery are carried out and the Sanatorium 
works in close association with a major Thoracic Surgery Unit 
in a nearby hospital. 

Applications, together with the names of 3 referees, should be 
forwarded to the Medical Superintendent as soon as possible. 


WIGAN. ROYAL ALBERT EDWARD INFIRMARY. 
(198 Beds.) SENIOR HOUSE OFFICER in Orthopedic 
Surgery required for duties at the Royal Albert Edward 
Infirmary, Wigan. Post now vacant. 

Applications, stating age, nationality, and previous hospital 
appointments, together with the names of 2 referees, should be 
received by the en 4 as soon as possible. 

T. W. Hurst, Secretary, 
Wigan and Leigh Bostital Management Committee. 

Knowsley House, Wigan. 


WINCHESTER. ROYAL HAMPSHIRE COUNTY HOS- 
PITAL. SENIOR HOUSE OFFICER (orthopedics) required, 
vacant immediately. Appointment will be for 6 months in the 
first instance. The post is recognised for the F.R.C.S. Salary 
£670 p.a., less £150 for board and residence. 

Applications, with copies of 2 testimonials, should be sent to 
the Secretary. 
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WINCHESTER. ROYAL HAMPSHIRE COUNTY HOS- 
PITAL. HOUSE SURGEON (general and E.N.T.), vacant 
16th March. May be pre-registration post. 

Applications, with copies of 2 testimonials, to the Secretary. 
WINCHESTER. ROYAL HAMPSHIRE COUNTY HOS- 
PITAL. HOUSE SURGEON (gynecology) required, vacant 
20th March. The Hospital is recognised by the Royal College. 
fay be pre-registration post. 
_ Applications, with copies of 2 testimonials, to the Secretary. 


WORKSOP, NOTTS. VICTORIA HOSPITAL. (127 
surgical beds.) HOUSE SURGEON required immediately, 
duties include Orthopedic and E.N.T. Departments. Appoint- 
ment for 6 months in first instance. Salary £350-£450 according 
.to experience, less deduction of £100 p.a. residential emoluments. 

Applications, stating age, qualifications, nationality, together 
with copies of recent testimonials, to be forwarded to the 
Secretary, Worksop and Retford Hospital Management Com- 
mittee, Victoria Hospital, Worksop, Notts. 


WELSH REGIONAL HOSPITAL BOARD. Required 
immediately at the Bridgend General Hospital, a Whole-time 
Locum Tenens MEDICAL REGISTRAR. The appointment 
will be for a minimum of 3 months duration. Salary in accord- 
ance with terms and conditions of service of hospital medical 
and dental staffs. 

Applications, together with the names of 2 referees, to be 

addressed to the Senior Administrative Medical Officer, Welsh 
Regional Hospital Board, Temple of Peace and Health, Cathays 
Park, Cardiff. 
WELSH REGIONAL HOSPITAL BOARD. Applications 
are invited for the non-resident post of REGISTRAR in General 
Surgery at the Caernarvon and Anglesey General Howtal, 
Bangor. This Hospital is recognised for the F.R.C.S. |The 
successful candidate will be based at the above Hospital ae will 
be expected to visit other hospitals in the Area. The appoint- 
ment will be subject to review at the end of the first year. 

Forms of application should be obtained from the Senior 
Medica! Officer, Welsh Regional Hospital 
Board, Cathays Park, Cardiff, within 14 days of appearance of 
this advertisement. 

WELSH REGIONAL HOSPITAL BOARD. Applications 
are invited for the appointment of a REGISTRAR in General 
Medicine to serve the Mid Glamorgan Hospital Management 
Committee. The successful candidate will be based at the Neath 
General Hospital (412 Beds) and may also be required to serve 
other hospitals in the Group. The post may be resident/non- 
resident and will be subject to review at the end of the first year. 

Forms of application should be obtained from the Senior 

Administrative Medical Officer, Welsh Regional Hospital Board, 
Cathays Park, Cardiff, within 14 days of appearance of this 
advertisement. 
WELSH REGIONAL HOSPITAL BOARD. Applications 
are invited for the appointment of SURGICAL REGISTRAR 
to serve the Pontypridd and Rhondda Hospital Management 
Committee. The successful candidate will be based at the East 
Glamorgan Hospital, Church Village, near Pontypridd (316 
Beds), and may also be expected to serve other hospitals in 
the Group. The post is non-resident and will be subject to 
review at the end of the first year. 

Forms of application should be obtained from the Senior 
Administrative Medical Officer, Welsh Regional Hospital 


Board, Cathays Park, Cardiff, within 14 days of appearance of 
this advertisement. 


WESTCLIFF HOSPITAL, Balmoral-road, Westcliff-on- 
SEA. Applications are invited for the position of RESIDENT 
HOUSE MEDICAL OFFICER (House Officer grade) at the 
Westcliff Hospital, post vacant early February. The Hospital 
deals with communicable diseases, general medicine, and 
tuberculosis. The appointment covers a wide field of medicine 
and offers excellent training for general practice. 

Applications, &c., to be sent to the Secretary at the above 
Hospital as soon as possible. 

J.C. FIELp, Secretary, 

Southend-on-Sea Hospital Management Committee. 
WESTON-SUPER-MARE GENERAL HOSPITAL. (110 
Beds.) Applications are invited from registered medical practi- 
tioners for the resident appointments of 2 HOUSE SURGEONS 
(first, second, or third posts), vacant Ist March, 1953. The 
appointments will be for a period of 6 months in the first instance 
and may be renewed for a further 6 months. 

Applications, stating age, qualifications, and experience, 
together with names and addresses of 2 referees, should be 
addressed to the Secretary, Weston-super-Mare Hospital 
Management ¢ sommittee. 

WAKEFIELD A GROUP HOSPITAL MANAGEMENT 
COMMITTEE NO. 9. Applications are invited for the appointment 
of a RESIDENT or NON-RESIDENT AN-ESTHETIST 
(Junior Hospital Medical Officer grade), for work in all branches 
of surgery, including thoracic, in the Wakefield A and Wakefield 
B Groups. This post is recognised for the D.A. qualification. 


The salary and conditions of service being in accordance with the 
National Health Service regulations. 


Applications should be made to— 
W. Reap, Group Secretary. 

Clayton Hospital, Wakefield. 
WHISTON. COUNTY HOSPITAL. (882 Beds.) Applica- 
tions are invited for the appointment of RESIDENT HOUSE 
SURGEON, 6 months appointment. Salary in accordance 
with the terms and conditions of service for medical staff. 

Applications, stating age, qualifications and experience, and 
giving 2 names for reference, should be forwarded to the under- 
signed as soon as a. 

RICHARDS, Secretary 
St. Helens and Hospital Committee. 
Group Office, County Hospital, Whiston, 
near Prescot, Lancs. 
54 


WHISTON. COUNTY HOSPITAL. Applications are 
invited for the appointment of RESIDENT SENIOR HOUSE 
OFFICER for the Orthopedic Department at the above Hos- 

ital. The Department contains over 80 Beds and there is 

arge Outpatient Department and Fracture Clinic. Salary 
£670 p.a. in accordance with the terms and conditions of service 
for medical staff, subject to a deduction of £130 p.a. for resi- 
dential emoluments. 

Applications, stating age, qualifications, and experience, and 
giving 2 names for reference, should be forwarded to the under- 
signed as soon as enere. 

RICHARDS, Sec retary 
St. Helens and District Hospital Management Committee. 
Group Office, County Hospital, Whiston, 
near Prescot, Lanes. 


WREXHAM. MAELOR GENERAL HOSPITAL. (517 
Beds.) WREXHAM, POWYS AND MAWDDACH HOSPITAL MANAGE- 
MENT COMMITTER. Applications are invited for a RESIDENT 
SENIOR HOUSE OFFICER (pediatrics) to commence duties 
in early February, 1953. Duties include the care of medical and 
surgical beds in a Peediatric Unit (50 Beds and Cubicles) under 
supervision of the Consultant Peediatrician, also care of the 
newborn in the Maternity Unit (25 Beds). 

Applicants must have experience in this specialty and should 
apply, enclosing 2 recent testimonials, to— 

WILLIAM JONES, Secretary, Wrexham, 
Powys and Mawddach Hospital Management Committee. 
Maelor General Hospital, Wrexham. 


WORTHING GROUP HOSPITAL MANAGEMENT 
COMMITTEE. WORTHING HOSPITAL, Lyndhurst-road, WORTHING, 
SUSSEX. (272 Beds—5 Resident Officers.) Applications are 
invited from registered medical practitioners for post of 
HOUSE SURGEON for special departments (new appointment). 
Accommodation available for male or female staff. R_ practi- 
tioners within 3 months of qualification or holding a first post 
may apply. Salary £350-£450 according to experience, less £100 
p.a. for board, lodging, &c. Appointment subject to con- 
ditions of service for the National Health Service. 

Apply to Hospital Secretary. Worthing Hospital, stating age. 
qualifications with dates, nationality, and details of experience, 
together with copies of 2 recent testimonials. 

. OAKTON, Group Secretary. 
YORKSHIRE. EAST r RIDING HOSPITAL MANAGE- 
MENT COMMITTEE. 
Westwood Hospital, Beverley, York 

(a) SENIOR ORTHOPEDIC HOUSE SURGEON, vacant 
now. Recognised for F.R.C.S. 

(b) RESIDENT PATHOLOGIST (Senior House Officer), in 
Area Laboratory, with attendance at Branch Laboratory, 
Dritfield. Post vacant shortly. Offers experience all branches 
pathology. 

East Riding General Hospital, Driffield, Yorks 

(c) HOUSE PHYSICIAN (first, second, or third post), 
vacant now. Duties include medical and chronic wards, casualty 
and some anresthetics and midwifery. Good general experience 
for first House appointment. 

Broadgate (Mental) Hospital, Beverley, Yorks 

(d) HOUSE PHYSICIAN (first, second, or third post), vacant 
March, 1953. 

Northfield Sanatorium, Driffield, Yorks 

(e) HOUSE PHYSICIAN (first, second, or third post), vacant 
now. Sanatorium has 78 Beds for adults. 

Salary for (a) and (b) is £670 p.a. and for (c), (ad), and (e) is 
£350-£450 according to previous posts held 


Detailed applications to Secretary, Westwood Hospital, 
Beverley, Yorks. 


YORK A AND TADCASTER HOSPITAL MANAGEMENT 
COMMITTEE. 

City Hospital, York (Modern general hospital of 265 Beds 
with full Consultant staff) 

CASUALTY OFFICER AND ORTHOPAEDIC OFFICER 
(resident or non-resident) required immediately. Junior Hospital 
Medical Officer grade. £700-£50-£1000, residence available at 
a charge of £153 p.a. 

Military Hospital Wing—60 Beds) 

SENIOR HOUSE OFFICER (resident er non-resident), 
immediately. There are 18 pee Te al beds, 30 general sur- 
gical beds, and 12 medical beds. The Hospital is associated witb 
the County Hospital (general hospital of 269 Beds) where relief 
casualty and emergency work and relief work for House Surgeons 
may be undertaken and where residence can be provided. Salary 
£670, less £153 for residence. 

County Hospital, City Hospital, and Military Hospital 
(Civilian Wing), York (General hospitals of 269, 265 
and 60 Beds respectively ) 

SENIOR HOUSE OFFICER in Anesthetics (resident or 
non-resident) as from Ist March. Salary £670, residence available 
at a charge of £153. Previous experience in anesthetics desirable 
but not essential. 

City Hospital, York (Modern general“iospital of 265 Beds 
with full consultant staff) 

2 RESIDENT HOUSE SURGEONS immediately. Posts 
recognised under F.R.C.S. regulations. Wide experience offered. 
Salary £350, £400 or £450, less £100 for residence. 

Applications, giving age, nationality, experience, qualifications, 
and names of 2 referees, immediately to Secretary. York A 


and — Hospital Management Committee, Bootham 
Park, York 


PENNSYLVANIA. MERCY HOSPITAL. Radiology 
RESIDENCY available Ist July, approved 3 years. 750-Bed 
hospital affiliated with medical school. Salary $150 per month 
with maintenance. 

Apply to C. R. PERRYMAN, M.D. 

Mercy Hospital, Pittsburgh 19, Pa. 
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NEWCASTLE, co. DUBLIN. PEAMOUNT SANA-_ 


TORIUM. Applications are invited from qualified medical practi-_ 


tioners for appointments as JUNIOR ASSISTANT MEDICAL 
OFFICER (2 vacancies). The posts will be for 6 months, with 
possible extension for a further 6 months. The salary will be 
at the rate of £292 a year, together with full board and residence. 
The Sanatorium has 520 Beds, of which 82 are for pulmonary 
tuberculosis in children of school age. There is a Major Thoracic 
Surgical Service. 

Applications should give full details of qualifications and 
experience, should be accompanied by copies of 2 recent testi- 
monials, and the names of 3 referees, Should mention the earliest 
date on which it would be possible to commence duty if 
appointed, and should be sent as soon as possible to the Resident 
Medical Superintendent at the Sanatorium. No application 
form is provided. 


NORTHERN IRELAND HOSPITALS AUTHORITY 
invite applications for a whole-time post as SENIOR HOUSE 
OFFICER in General Surgery at hospitals managed by the 
south Belfast Hospital Management Committee. 

Applications should be made on a form which may be obtained 
(with further particulars) from the Secretary, Northern Ireland 
Hospitals Authority Friends’ Provident Building. 58, Howard- 
street, Belfast, and which must be returned so as to be received 
not later than 16th February, 1953. 


NORTHERN IRELAND HOSPITALS AUTHORITY 
invite applications for a post as ASSISTANT MEDICAL 
OFFICER at Purdysburn Hospital, Belfast (a mental hospital). 
The post will be on a whole-time basis for which the salary will 
be on the scale of £700-£50-£1000 p.a. In the first instance, 
— will be for the period ending 30th September, 


Applications should be made on a form which may be obtained 
(with further particulars) from the Secretary, Northern Ireland 
Hospitals Authority, Friends’ Provident Building, 58, Howard- 
street, Belfast, and which must be re turned to him so as to be 
received not later than 21st February, 1953. 


NORTHERN IRELAND HOSPITALS AUTHORITY 
invite applications for a whole-time post as REGISTRAR in 
tadiotherapy at the Radiotherapy Centre, Northern Ireland 
Fever Hospital, Belfast. The appointment may be as Senior or 
Principal Registrar, the analogous grades in Great Britain being 
Registrar and Senior Registrar respectively. 

Applications should be made on a form, which may be obtained 
(with further particulars) from the Secretary, Northern Ireland 
Hospitals Authority, Friends’ Provident Building, 58, Howard- 
street, Belfast, and which must be returned so as to be received 
not later than 28th February, 1953. 


NORTHERN IRELAND HOSPITALS AUTHORITY 
invite applications for a whole-time post as SENIOR HOUSE 
OFFICER at Forster Green Hospital, Belfast (a bospital for 
pulmonary tuberculosis and diseases of the chest). 

Applications should be made on a form which may be obtained 
(with further particulars) from the Secretary, Northern Ireland 
Hospitals Authority, Friends’ Provident Building, 58, Howard- 
street, Belfast, and which must be returned so as to be received 
not later than 21st February, 1953. 


NEW YORK. ALBANY HOSPITAL. Anesthesiology 
RESIDENCY. Approved for 1 or 2 years; for graduates of 
approved medical schools who have completed 1 year of an 
approved Internship. Medical — affiliation. 

Apply to J. GERARD CONVERSE, M.I 

Albany Hospital, Albany, 1, New York, w 


NEW YORK. ALBANY HOSPITAL. [mer and 
RESIDENCIES available in 750-Bed, general, private Hospital, 
directly connected to Albany Medical College. Approved for 
all major specialties, including psychiatry, and accepted by 
the U.S. State Department as member of Exchange Visitor 
Program. Annual salary range is $1020 for Intern to $2120 
for Resident, with laundry, uniforms, room, and annual vacation 
furnished. All appointments begin July, 1953. 

Address inquiries to Medical Director, Albany Hospital, 
Albany, New York. 


NEW YORK. ALBANY HOSPITAL. Approved Intern- 
SHIP, ASSISTANT RESIDENCY, and RESIDENCY in 
E.N.T. available Ist July, 1953, in Albany Hospital, affiliated 
with Albany Medical College. Salary $1020-$2120. Room, 
uniforms, and laundry supplied. 

Director, Albany Hospital, Albany, New 
York, U. 


NEW aa ALBANY HOSPITAL, a large general 
hospital affiliated with Albany Medical College, is offering 
2 FELLOWSHIPS in Cardiopulmonary Physiology and Chest 
Diseases for 12 months beginning Ist July, 1953. All cardiac 
and pulmonary physiological studies will be done under the 
guidance of Specialists. Excellent experience. Good pay. 

Address inquiries to Medical Director, Albany Hospital, 
Albany, New York, U.S.A. 


UNITED STATES. MOUNT AUBURN HOSPITAL, 
CAMBRIDGE, MASSACHUSETTS. Applications are invited for the 
positions of approved RESIDENCIES in Anesthesia for a 2-year 
period beginning Ist April, Ist July, and Ist October, 1953. 
Salary $1800 first year and $3000 second year, and full main- 
tenance. Training in all branches of anesthesia. There is affilia- 
tion witb otber hospitals. Opportunity to attend various 
meetings in anesthesiology throughout the New England 
Area. 

Applications, stating age, nationality, qualifications, and 
experience, together with the names of their referees, should be 
forwarded to the Director of Anesthesiology, Mount Auburn 
Hospital, Cambridge 38, Massachusetts. Travelling expenses to 
and from the U.S.A. will be paid, but particulars will be sent as 
soon as application is received. Please enclose recent photograph 
with application. 


Public Appointments 


AYR. ROYAL BURGH OF AYR. Applications for the 
post of ASSISTANT MEDICAL OFFICER OF HEALTH 
are invited from qualified medical practitioners. Candidates 
should possess the D.P.H. or C.P.H. The person appointed 
will assist the Medical Officer of Health generally in the work 
of the Health Department and the duties will include those of 
Assistant School Medical Officer in the Burgh and the conduct 
of clinics for maternity and child welfare and immunisation. 
The appointment will be terminable by 2 months notice on 
either side. The salary scale will be at the rate of £850 p.a. 
rising by annual increments of £50 to £1150. A car is available 
but an allowance of £75 p.a. will be paid if the Officer uses 
his own car in carrying out his duties. The successful candidate 
will be required to pass a medical examination for fitness to be 
included in the superannuation scheme. 

Applications, with names and addresses of 2 referees, should 
be made to the undersigned, not later than 25th February, 1953. 

R. L. LEASK, Medical Officer of Health. 

Public Health Department, 34, Newmarket-street, Ayr 
EAST HAM. COUNTY BOROUGH OF EAST HAM. 
DEPUTY MEDICAL OFFICER OF HEALTH AND SENIOR 
ASSISTANT SCHOOL MEDICAL OFFICER. Applicants 
must be medical practitioners not more than 45 years of age, 
with a Diploma in Sanitary Science, Public Health, or State 
Medicine, and considerable clinical and administrative experi- 
ence in public health and school medical work. Salary 
£1166 13s. 4d.-£50-£1416 13s. 4d. p.a. 

Further particulars and form of application, returnable 
by ta February, 1953, from Town Clerk, Town Hall, East 

am, F.6. 
FACTORY DOCTORS: Factories Acts, 1937 and 1948. 
The following appointments*as Appointed Factory Doctor 
are vacant. Apply to Chief Inspector of Factories, 8, St. James’s- 
square, London, 8.W.1 


Latest date for receipt 


District County of applications 
LANARK .. LANARK 23 .. 21ST FEBRUARY, 1953 
INSCH ms .. ABERDEEN .. .. 21ST FEBRUARY, 195% 
LYNDHURST SOUTHAMPTON .. 21ST FEBRUARY, 1 


EPPERSTONE NOTTINGHAM .. 21ST FEBRUARY, 1953 
RUSHDEN .. NORTHAMPTON .. 21ST FEBRUARY, 1953 
GOVERNMENT OF PAKISTAN. The World Health 
ORGANIZATION requires a PROFESSOR OF PHYSIOLOGY 
to be employed in Pakistan. Salary U.S. $7400 a year free of 
income-tax, plus subsistence and free quarters, for 1-2 year 
contract. Free return passage. 

Write, giving age, full particulars of experience, and quali- 
fications, and the names of 2 referees, to the Secre tar y, Ministry 
of Health, Division 5a, Savile- -row, London, W.1. 


GLASGOW. CORPORATION OF GLASGOW. Appli- 
cations are invited from qualified medical Women with post- 
graduate experie nce in obstetrics (D.Obst.R.C.0.G. an advantage ) 
for post as an ASSISTANT MEDICAL OFFICER in the 
Maternity and Child Welfare Service. The duties, which are 
earried out in coéperation with the Western Regional Hospital 
Board, are principally concerned with antenatal and postnatal 
supervision. Salary scale £850—-£50—-£1150, with placing for 
qualifications and experience. The post is superannuable subject 
to medical examination. 

Applications, stating age, qualific ations, and full details of 
training and experience, with copies of 3 recent testimonials or 
names of 3 referees, to be sent to me by 21st February, 1953. 

City Chambers, Glasgow. WILLIAM KERR, Town Clerk. 


LAGOS TOWN COUNCIL. Applications are invited for 
the pensionable post of MEDICAL OFFICER OF HEALTH 
in the Lagos Town Council. Salary £1610 a year. A person not 
from West Africa will receive an expatriation allowance of 
£350 a year. Applicants must have administrative experience 
and hold the Diploma in Public Health. Tours of service are 
of 12-18 months duration. Leave is 5 days per month worked 
(7 days in the case of expatriate Officers). Expatriate Officers 
receive free passages to and from the United Kingdom. Fur- 
nished quarters are available for renting at £150 a year. 
All applicants must disclose whether they are related to any 
Councillor or Senior Officer of the Council. Canvassing will 
disqualify. 

Apply at once by letter with copies of testimonials, stating 

age, full name in block letters, and full particulars of qualifica- 
tions and experience, and mentioning this paper to the Crown 
Agents for the Colonies, 4, Millbank, London, S.W.1, quoting 
on letter M.32404.G. 
HUDDERSFIELD. COUNTY BOROUGH OF HUDDERS- 
FIELD. Applications are invited from duly qualified medical 
practitioners for the appointment of MEDICAL OFFICER 
OF HEALTH AND SCHOOL MEDICAL OFFICER of the 
County Borough of Huddersfield at a salary fixed in accordance 
with the terms of the Industrial Court Award (£1750 p.a., rising 
by 5 annual increments of £50 to £2000 p.a.). Applicants must 
possess a Diploma in Public Health or a similar qualification 
and should have had experience in the administration of the 
Public Health and School Medical Services. The person appointed 
will be required to reside in the Borough and to devote the whole 
of his time to the duties of the office and not to engage in private 
practice. The appointment is subject to the provisions of the 
appropriate superannuation act, to the passing of a medical 
examination by the Medical Officer of Health, and to termination 
by 3 months written notice on either side. 

Applications, stating age, qualifications and experience, 
accompanied by 10 copies thereof and by 10 copies of 3 recent 
testimonials and endorsed ‘* Medical Officer of Health,’? must 
reach me not later than Saturday, 28th February, 1953. Can- 
vassing either directly or indirectly will disqualify. 

HARRY BANN, Town Clerk. 

The Town Hall, Huddersfield, 29th January, 1953. 
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NOTTINGHAM. CITY OF NOTTINGHAM. Health 
SERVICES. Appointment of SENIOR MEDICAL OFFICER 
for Maternal and Child Health. Applications are invited from 
medical practitioners (Male or Female), for this post. The 
duties will be those of Medical Supervisor of Midwives and of 
administration of the Maternal and Child Health Department, 
under the general direction of the Medical Officer of Health. 
Applicants should have had experience in administrative and 
clinical work in connection with Maternal and Child Health. 
Preference will be given to candidates possessing higher qualifi- 
cations ; salary £1250-£50-€1650 p.a. The appointment will 
be =e t to 3 months notice on either side and to the provisions 
of the National Health Service superannuation regulations and 
the Local Government Superannuation Act, 1937. 

Conditions of appointment and forms of application may be 
obtained from the undersigned to whom they must be returned, 
accompanied by the names of 2 referees, not later than 27th 
February, 1953. T. J. OWEN, Town Clerk. 

_ The Guildhall, Nottingham, January. 1953. 

SUDAN GOVERNMENT. The Ministry of Health, Sudan 
Government, invites applications for an experienced PH YSIO- 
THERAPIST for service in the Sudan. Duties will be to assist 
in developing a Physiotherapy Unit in Omdurman Civil Hospital 
and will include training of Sudanese staff. Applicants must be 
members of the Chartered Society. Age-limits 28-35. Appoint- 
ment will be on probation for short-term contract (with bonus) 
up to 6 years. Salary scale ranges from £E930—-£E1050 (annual 
increases), Starting-rate of pay will be fixed according to age, 
qualifications, and experience of selected candidates. Cost-of- 
living allowance in addition to salary is payable at present. 
Outfit allowance of £E50 is payable when the contract is signed. 
‘ree passage on appointment. Annual leave after the first tour. 

Further particulars and application form will be sent on 
receipt of a postcard only. addressed to the Sudan Agent in 
London, Sudan House, Cleveland-row, London, 8.W.1, quoting 
* Physiotherapist 1212 ” and name and address in block letters. 
SUDAN GOVERNMENT. The Ministry of Health, Sudan 
Government, invites applications for 2 posts of MALE 
MEDICAL SPECIALISTS. Candidates should be in the Senior 
Registrar grade under the National Health Service, and should 
possess the qualification of M.R.C.P. or should be aged 30—32 
and possess the higher qualifications plus considerable experi- 
ence. Appointment will be on probation for short-term contract 
(with bonus), up to 6 years. Salary scale ranges from £E2000 
to £E3000 (annual incre ss). Starting-rate of pay is fixed 
according to age, qualifications and experience of selected 
eandidates. An outfit allowance of £E50 is payable when the 
contract is signed. No income-tax is at present payable in the 
Sudan. Free passage on appointment. Annual leave after the 
first tour, Candidates for this post may apply for secondment 
from the National Health Service for period of 3 years under 
the terms of circular letter No. RHB/(52)L06BG(52)101 of 
30th September, 1952, in which case the contract with the 
Ministry of Health, Sudan Government, will be for that period. 

Full particulars and application forms may be obtained on 
application to Dr. E. P. Pratt, 93, Harley-street, London, W.1. 
TREASURY MEDICAL SERVICE. Applications are 
invited from medical practitioners, practising in the districts 
detailed below, for appointment in a part-time and mainly 
advisory capacity, as LOCAL TREASURY MEDICAL 
OFFICER for each of the places or groups of places shown. 
The town shown in brackets after the place-names indicates 
the Head Post Office Area in which the place, or group of places, 
is situated. Successful applicants will be required to examine 
and report on the condition of certain Government Officers, 
teachers, candidates for appointment, &c., who may be referred 
to them from time to time ; and to attend when summoned to 
an emergency case of accident or sudden illness occurring in 
a Government office in the neighbourhood. Fees for this work, 
and mileage allowance where necessary, will be paid on a scale 
agreed with the British Medical Association. 

aAAntending applicants should write, within 14 days, to Treasury 
Medical Adviser, Treasury Chambers, Whitehall, S.W.1, for 
a form on which application may be made. Applicants should 
be not more than 60 years of age. 

The places for which applications are invited are as follows :— 

ENGLAND AND WALES 

Avonmouth, Sea Mills and Shirehampton (Bristol), 

Dalston (Carlisle). 

Gainsborough (Gainsborough ). 

Hanley (Stoke-on-Trent). 

Aylsham (Norwich). 

Blofield (Norwich). 

Sudbury (Sudbury, Suffolk). 

Addlestone, Bytleet, and West Byfleet (Walton and 

Weybridge ). 


SCOTLAND 
Bonnybridge (Falkirk). 
Rutherglen (Glasgow ). 

Inverness (Inverness ). 


GOVERNMENT OF UNITED KINGDOM OF LIBYA. 
Applications are invited for the appointment of MEDICAL 
SPECIALIST (Physician) in the Medical Services under the 
Provincial Administration of Cyrenaica ; would also be required 
to act as Consultant in General Medicine in Cyrenaica. Essential 
candidate be M.R.C.P. with Specialist experience. Appoint- 
ment carries salary of £1200—£35-£1375 p.a. plus tax-free 
Foreign Service Allowance £160-£530 p.a., according to 
individual circumstances. Salary not liable to British income- 

x (Schedule EK) but is liable to local tax (at present 8%). 
Appointment is subject to medical fitness. Initial contract 
2 years. Home leave 72 days for each 2 years of resident service 
plus local leave 18 days annually. Passages for oftticials and 
their families at Government expense. 

Application forms from Middle East Secretariat, Room 311, 
Foreign Office, London, 8.W.1, should be completed and 
returned within 10 days of the appearance of this advertisement 


GOVERNMENT OF UNITED KINGDOM OF LIBYA. 
A vacancy exists for a MEDICAL OFFICER OF HEALTH 
for Benghazi and District, in the Medical Services of the Provin- 
cial Administration of Cyrenaica. Essential candidate holds 
D.P.H. Appointment carries salary of £900—€30-£1050  p.a., 
plus tax-free Foreign Service Allowance £160—£530 p.a., according 
to individual circumstances. Salary not liable to British income- 
tax (Schedule E) but is liable to local tax (at present 8%). 
Appointment is subject to medical fitness. Initial contract 2 
years. Age limit 50. Home leave 72 days for each 2 years of 
resident service, plus local leave 18 days annually. Passages 
for officials and families at Government expense. 

Application forms from Middle East Secretariat, Room 311, 
Foreign Office, London, 8.W.1, should be completed and returned 
within 10 days of appearance of this advertisement. 
SWANSEA. COUNTY BOROUGH OF SWANSEA. 
Applications are invited from duly qualified medical practi- 
tioners for the post of ASSISTANT MEDICAL OFFICER. 
Applicants must have had postgraduate resident hospital 
experience and should be under 45 years of age unless already 
holding a similar superannuable appointment. Salary £850— 
£50-£1150 p.a. 

Application forms may be obtained from the Medical Officer 
of Health, Public Health Department, The Guildhall, Swansea, 
to whom they should be returned not later than Friday, 20th 
February, 1953. Canvassing, either directly or indirectly, is a 
disqualification. T. B. Bowen, Town Clerk. 

The Guildhall, Swansea, 27th January, 1953. 


Hospital Services : Non-Medical Appointments 


NOTTINGHAM NO. 2 HOSPITAL MANAGEMENT 
COMMITTEE. Applications are invited from Science Graduates 
for the appointment of a BIOCHEMIST within the Nottingham 
No. 2 Group of hospitals. The pergon appointed will work under 
the direction of the Chemical Pat iologist at the City Hospital, 
where there is a fully equipped Biochemical Laboratory. Salary 
in accordance with experience and qualifications, based on 
Whitley Council Scales, within the range of £425-£730 p.a. 

Applications, sti iting: experience, and qualifications, together 
with the names of 2 persons to whom reference can be made 
should be sent to J. H. HARGREAVES, Grom Secretary. 

Sherwood Hospital, Hucknall- road, Nottingham, 

30th January, 1953. 


Miscellaneous 


To non-professional posts the Notification of Vacancies Order 1952 applie 


Partner required for West End practice. Suit Physician 
or Surgeon, general orspecial (other than psychiatry). Radiologi- 
cal and other diagnostic facilities.—Particulars to: Address, No. 
783, THE LANCET Office, 7, Adam-street, Adelphi, London,.W.C.2. 
Locum available—experience general practice, hospital 
obstetrics, surgeries, hospital locum; own car.—MAT. 2856. 
West of England. Impending retirement. Undoubtedly 
one of the finest Residential and Medical Nursing Homes in 
the West Country. Equipped for minimum of 22 patients. High- 
class clientele, fully booked up. Price £30,000 as complete 
going concern. Audited accounts. Inspected and very strongly 
recommended by : Fox & Sons, 44/52, Old Cbhristchurch-road, 
Bournemouth. Tel. 6300. 


St. Leonards-on-Sea. in residential and professional 
district. Doctor’s well-fitted freehold residence. 3 reception, 
5 bedrooms (3 basins h./c.). Bathroom. Excellent domestic offices, 
all on 2 floors. 2 garages. Pleasant garden, short drive approach. 

Price ‘£4950. —Full details on application to: JOHN Bray & 
sons, 11, Warrior-square, St. Leonards-on-Sea. (Hastings 
313 2.) 

Charming House, converted 17th century cottages, 
beautiful garden. 5 bedrooms, central heating, main water, 
electricity. With foreman’s cottage, small market-garden and 
cherry orchard. Herts. (50 mins. Harley -street. ) Owner (Dr.) 
taking academic post North.—Address, No. 782, Tuk LANCET 
Office, 7, Adam-street, Adelphi, London, W Cc 2. 

Shop and upper part for sale or to let, main road, London, 
S.W.6. Vacant possession of shop fitted as surgery and waiting- 
room. Lease about 35 years. Ground rent £6 10s. p.a.—Offers 
to: F. DaNrEL Ponrer & Co., Accts., 4, Francis-street, 
Westminster, S.W.1 

Austin A.30 Seven and A.40 Range. A limited number of 
orders now acceptable from proven essential users for delivery 
ahead. Brochures from Austin House, 140/144, Golders Green- 
road, London, N.W.11. 

For Sale. Cambridge Portable Electrocardiograph 
(battery model). Recently checked over by makers, and in good 
order. £100, or near offer.—Apply : Dr. G. F. KraTINGE, 

Butterley, Ripley, Derbyshire. 

“ Pregnancy Diagnosis by the Xenopus Method.” 24-hour 
service.—Send specimen of urine and £1 Is. fee to: WELBECK 
BIOLOGICAL LABORATORIES, 26, Park-crescent, Portland-place, 
W.1 (Telephone : MUSeum 5386-7). 

Microscopes. Highest prices paid for good modern 
types. Send or bring your equipment for valuation.— WALLACE 
HEATON LTD., 127, New Bond-street, W.1 (MAYfair 7511). all 
Applicants for posts requiring testimonials copied or 
duplicated should communicate with MANTON SECRETARIAL 
SERVICE, LTp., 98, Victoria-street, S.W.1 (Phone : VICtoria 
0141), who are specialists in this kind of work. _ 
Genuine 17th Century Maps of every British County by 
Speed, Saxton, &c., &c. Exquisite colours. Absorbing detail. 
Fine sporting prints : hunting, shooting, &e.—-FOLEY WHICKHAM, 
Antiques, 4, Royal Hotel Shops, Scarborough. 


a PUBLISHED by the PRoprreToRS, THE LANCET LIMITED, 7, Adam Street, Adelphi, in the County of London. 
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Nort ne 


Now, AT HOME, work or play, when a patient feels an attack 
of asthma impending, he simply takes 3 or 4 inhalations of the quick- 
acting bronchodilator, Norisodrine. Usual result: quick end of the 
bronchospasm. Treatment is inconspicuous, for Norisodrine powder 
is supplied in sifter cartridges for use in the Aerohalor. No injections, 
no cumbersome equipment, no need to leave the job. The therapy 
is easily carried in pocket or handbag. Quick-acting Norisodrine is 
a more effective bronchodilator than adrenaline, to which it is 
chemically related. It has relatively low toxicity, and with proper 
administration side-effects are few and usually minor. However, 
Norisodrine is a potent drug, send for a copy of the comprehensive 
literature which describes administration, dosage and precautions. 


by Ww 


NORISODRINE powder 10% and 25% is supplied in multiple- 
dose Aerohalor Cartridges, packed three to an air-tight vial, four 
vials to a box 


ORISODRINE 


REGD TRADE MaRK 


(ISO PRENALINE ABBOT 


Literature and physicians’ samples willingly sent on request to ABBOTT 


Abbott 


LABORATORIES LTD., PERIVALE, GREENFORD, 
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new treatment 
for 


The introduction of *Milibis’ Vaginal tablets marks a new 
advance in the treatment of vaginitis. It is equally effective 
against trichomonal, monilial and mixed bacterial infections. 
The course of treatment is simple and consists of the nightly 
insertion of two * Milibis ° Vaginal tablets for two weeks. 


PACKINGS : 
Bottles of 25, 100 and 


250 tablets (0.25 g.) Vi L B S 
Literature will gladly 


be sent upon request. 


VAGINAL TABLETS 


Trade Mark 


Manufactured in England by 
PRODUCTS LIMITED - AFRICA HOUSE - KINGSWAY LONDON - W.C.} 


Associated export company : Winthrop Products Ltd., London 
iv 
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